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PRIMARY ADENOCARCINOMA OF THE JEJUNUM 
WITH A REPORT OF TWO CASES* 


BY FRANCIS C. NEWTON, M.D.,t 


WO examples of a rare lesion, primary adeno- 

carcinoma of the jejunum, have been found, 
one at necropsy of the patient and a second case 
at operation. Though the site of the tumers 
was the same in each instance they caused dif- 
ferent clinical signs and symptoms. The tu- 
mor disclosed at the necropsy of the first pa- 
tient partially occluded the lumen of the 
jejunum but caused no recognizable clinical 
symptoms of intestinal obstruction. In the sec- 
ond patient the exact point of obstruction of the 
jejunum was demonstrated by the x-ray studies, 
and the tumor resected at operation proved to 
be an adenocarcinoma. 


CasE 1. {Unexplained Secondary Anemia of three 
years’ duration associated with a primary adenocarci- 
noma of the jejunum found unexpectedly at necropsy. 
History. On November 10, 1926, Mrs. Charlotte L. 
(Hospital No. 55853), aged fifty-two years, was admit- 
ted to the Medical Service of the New Haven Hospital 
with a diagnosis of anemia. 

For three years the gradual appearance of weak- 
ness, moderate loss of weight, a distinct yellow tint 
of the skin, edema and tingling sensations of the 
lower extremities incapacitated the patient from her 
usual household duties. Except for a loss of appetite 
there were no gastro-intestinal symptoms. 

The family physician diagnosed the condition, for 
which the patient was studied at another hospital, as 
primary anemia. There, x-ray studies of the gastro- 
intestinal tract were reported as negative. Subse- 
quently difficulty in swallowing solid foods added to 
the severity of the condition, and the patient was 
admitted for diagnosis and treatment. 


Physical Examination showed a weak but fairly well 
nourished woman. The temperature was 99.4° F., the 
pulse 120, the respirations 26, and the blood pressure 
120/74. The skin was a light yellow; the tongue not 
abnormal. The heart was found enlarged by both 
physical signs and Roentgen ray films, and over the 
precordium a rumbling systolic murmur was heard. 
The abdomen was not distended. There was edema 
of the lower extremities. The examination of the 
urine was negative. The blood Wassermann test was 
negative with both antigens. Repeated examinations 
of the stools were negative for blood. 

Studies of the blood showed a hemoglobin of 10- 
15% (Sahli); red blood cells 900,000—1,100,000 per 
cu. m., and a normal white blood cell and differential 
count. The blood picture was interpreted as falling 
in the group of “secondary anemias—etiology un- 


_*From the Surgical Clinic of the Peter Bent Brigham Hos- 
pital, Boston, Massachusetts. 

Permission to present the findings in this case was given 
by Dr. M. C. Winternitz of the Department of Pathology, Yale 
University Medical School. 

+Newton—Senior Surgeon, Peter Bent Brigham Hospital. For 


record and address of author see “This Week’s Issue,’ page 
294. Buckley—Junior Associate in Surgery, Peter Bent Briz- 
ham Hospital. For record and address of author see “This 
Week's Issue.”” page 294, 
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known,” as there were no abnormalities similar to 
the forms seen in primary anemia. 

Course in the Hospital. Her condition was such that, 
though a blood transfusion was given, death occurred 
two days after admission. 

Necropsy. The examination, made nine hours after 
death, showed an excess of fatty tissue. The blood 
was pale and thin; the bone marrow was hyperplastic 
and brownish-red; the heart was hypertrophied, dila- 
ted and weighed 500 grams. 

Unexpectedly, an annular tumor 6 cm. in length 
was found constricting, but not totally obstructing, 
the jejunum about 20 cm. from its beginning. The 
wall of the jejunum and duodenum above was not 
hypertrophied, and the lumen was not dilated. The 
tumor had grown through the wall of the jejunum 
at the mesenteric attachment to invade the mesen- 
tery and an adjacent lymph node. The photographs 
(Figs. 1 and 2) show the type of growth, the inva- 
sion of all coats, and the ulceration of the tumor. A 
complete examination was made, but no metastases 
were found, and no further evidence of abnormalities 
of the intestine were noted. 

The microscopic sections (Fig. 3) showed a typical 
adenocarcinoma. The cells were columnar in shape, 
arranged in gland formation with hyperchromatic 
nuclei and numerous mitoses. The stroma was scanty 
in amount. The tumor undermined, invaded and ex- 
tended out to the serosa. The adjacent mesentery 
and one lymph node were found to be almost com- 
pletely replaced by tumor cells. There was but little 
necrosis. There was no evidence of abnormalities of 
the blood vessels in the sections studied. 


COMMENT 


This partially obstructing carcinoma of the 
jejunum caused no known clinical evidence of 
high intestinal obstruction and the patient’s out- 
standing clinical symptoms appeared to be due 
to a severe secondary anemia. The clinical as- 
pect of this case is a decided contrast to that of 
the case to be presented next. 

In the next patient high intestinal obstruec- 
tion was caused by a constricting adenoear- 
cinoma which gave no evidence of metastasis at 
the time of operation, but which showed exten- 
sive retroperitoneal metastasis at operations four 
and eleven months later. We were led to he- 
lieve that the prognosis in this second case would 
be favorable, having in mind the localized find- 
ings in the first case and the opinion that, in 
general, primary tumors of the small intestine 
do their greatest damage because of mechanical 
obstruction and not through their metastasizing 
properties. However, from the review of the 
literature, the latter impression was corrected 
and it was found that metastases, local or gen- 
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FIG. 1, Case I. Primary 
with ulceration, invasion of 
partial occlusion of the lumen. 


eralized, are found usually by the time of op- 
eration. 


Case 2. P. B. B. H. 29060. Occlusion of the jeju- 
num, demonstrated by x-rays, causing high intestinal 
obsiruction. Operation: Excision of primary adeno- 
carcinoma of jejunum. Operations four and eleven 
months later with evidence of extensive retroperi- 
toneal metastasis.. At present gives symptoms of fur- 
ther intra-abdominal metastases and of a lung ab- 
scess. 





adenocarcinoma of 
the 


the jejunum 

mesentery, constriction and 

(Natural size.) 

History. On June 24, 1927, Mrs. Katherine R., aged 
thirty-nine years, was referred to the surgical service 
of the Peter Bent Brigham Hospital by Dr. Justine 
F. Grant of Boston. The present illness began four 
months before admission with one severe attack of 
epigastric pain, which began one-half hour after din- 
ner and which radiated to both sides of the upper 
abdomen and to the right scapular region. This at- 
tack of pain lasted about fifteen minutes and was fol- 
lowed by nausea and vomiting. There was no jaun- 
dice and no blood was noted in the stools or vomitus. 





FIG. 2, Case 
Fiz 1 to show 


E: 
the 


Longitudinal 
longitudinal 


section of the tumor seen 
construction, 


n 
invasion of the 


entire wall and projection of the tumor with the lumen of the 


jejunum. (Natural size.) 
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The patient had no similar attacks of pain in the 
interval up to admission. There was, however, a 
sense of discomfort about the umbilical region. She 
noted that frequently after eating solid foods peris- 
‘ttaltic waves went across her abdomen and nausea 





were seen; and no abnormal masses were palpated. 
The blood and urine examinations were not abnormal. 
Course in Hospital. The patient did not vomit on 
the day of admission and retained a soft diet. On 
the following days, however, she vomited several 


“s 


FIG. 3, Case I. <A longitudinal section to show the interruption of the muscular layer and the invasion of the wall 


‘by the cancer. (Hematoxylin and eosin X 6.) 


and vomiting occurred shortly after. The vomitus 
was not foul smelling. In the several weeks before 
admission, the patient was able to take only liquids 
‘and vomited about once a day. There was a loss of 
about twenty pounds of weight and a progressive 
loss of strength. 


Physical Examination. On admission the tempera- 
ture, pulse, respirations, and blood pressure were 





FIG. 4, Case II. The barium studies demonstrated the almost 
complete obstruction of the jejunum, the dilated jejunum and 
regurgitated barium in the stomach. 


normal. The patient was well developed and well 
nourished, and showed no evidence of excessive loss 
of weight. The abdoininal wall was thick. There 
was no abdominal distention; no peristaltic waves 





times and twice saw peristaltic waves cross her upper 
abdomen. The vomitus was light green, not foul 
smelling, and contained no detectable blood. The 
largest volume vomited was 75 cc. There was no 
abdominal pain except just previous to vomiting at- 
tacks. Peristaltic waves were not seen by members 
of the staff. 


A gastro-intestinal series established the diagnosis 
of upper jejunal obstruction (Fig. 4). There was 
almost complete retention above the constricted por- 
tion twenty-four hours later, and, in addition, reverse 
peristaltic waves forced the barium back into the 
stomach. The patient experienced no discomfort 
from the studies, and did not vomit again. The fluid 
intake was increased by hyperdermoclysis of saline, 
and five days after admission an exploratory laparot- 
omy was performed. The stomach and duodenum 
were found to be dilated and thick walled. About 
eighteen inches below the ligament of Treitz, an an- 
nular constriction of the jejunum was felt. The 
growth with the adjacent mesentery was resected, and 
a side-to-side anastomosis was made. There was no 
evidence of involvement of the adjacent lymph nodes. 


The patient made an uneventful recovery from this 
operation, and was discharged July 16, 1927. 

She remained free from symptoms until early in 
November 1927, when a recurrence of her illness man- 
ifested itself as persistent dull pain in the lower ab- 
domen. Soon the character of the abdominal pain 
changed to intermittent and sharp attacks associated 
with nausea. In the three weeks immediately pre- 
ceding readmission the pain became very severe, and 
the patient felt a hard mass in the lower abdomen. 
Urinary frequency became so troublesome at this 
time that medical advice was sought. Theré was no 
history of constipation, gross blood in the stools, or 
loss of weight. 

On the second admission, December 13, 1927, the 
patient complained of frequency of urination and 
slight metrorrhagia, which had begun two days be- 
fore. here was a fixed, tender, firm mass palpable 
in the lower abdominal cavity, which apparently lay 
between the uterus and bladder. There was no blood 
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in the stools, and the urine examination was nega- 
tive. 

An abdominal exploratory operation revealed a 
large retroperitoneal mass, which partially filled the 
pelvis and displaced the intestines, uterus, and blad- 
der. The mass was about 20 cm. in all diameters, 
and firmly fixed posteriorly. Following the removal 
of the greater portion of this metastatic mass there 
was considerable post-operative shock, but the pa- 
tient recovered and was discharged in good condi- 
tion. At the completion of a course of deep Roentgen 
therapy, in February 1928, the general condition was 
excellent, she had gained weight and no evidence of 
new growth could be found by pelvic or abdominal 
examination. 

In the interval between February 1928 and July 
1928, the patient continued to improve until two 
days before her third admission, on July 7, 1928, 
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lung abscess was made and the patient returned to 
the hospital for the fourth time. There were physi- 
cal findings and x-ray evidence of a large abscess 
of the left lung, and the patient raised huge quanti- 
ties of purulent material by postural drainage. The 
possibility of metastases to the lung was considered, 
but it was not proved by bronchoscopic examination. 
The large mass filling the pelvis was certainly a re- 
currence of the incompletely removed metastasis to 
the pelvis. 

At the present writing the symptoms of low intes- 
tinal obstruction suggest that the previous retroperi- 
toneal metastases have increased in extent. 
Examination of operative specimens. The gross ex- 
amination showed that the tumor completely encir- 
cled the jejunum (Fig. 5), leaving a lumen which 
admitted a probe about 1 mm. in diameter. The 
greatest length of the tumor was 2 cm. There was 





FIG. 5, Case II. 


Primary adenocarcinoma of the jejunum 


with extreme constriction, almost complete occlusion and dila- 


tation of the jejunum above the tremor. 


when she felt a sudden severe pain in the right lower 
abdominal quadrant. Ten hours after the onset of 
the pain, she vomited, but there was no relief from 
pain. The nausea and vomiting persisted. There 
was no constipation. 

The examination upon this admission showed a 
normal temperature, pulse and respiration. A large 
firm mass in the pelvis was palpated by bimanual 
pelvic examination. There was exquisite tenderness 
in the right lower abdominal quadrant. There was 
no leucocytosis. An exploratory laparotomy showed 
a greatly distended colon, which was constricted in 
the lower sigmoid so that a sigmoidostomy was indi- 
cated. Metastatic retroperitoneal tumor masses 
pushed forward the pelvic viscera: Unexpectedly, an 
acute appendicitis was demonstrated. About twelve 
days after opening the sigmoidostomy the patency of 
the large intestine was demonstrated by a barium 
enema. An attempt to close the colostomy was un- 
successful. There was clinical evidence of pleurisy 
on the left side, but the patient became free of symp- 
toms and was discharged August 23, 1928, in good 
general condition. 

During the next six weeks a productive cough de- 
veloped to such an extent that a diagnosis of left 





(Natural size.) 


no evidence of extension through the peritoneum. 
The tissue was firm, piled up above the adjacent 
mucosa, and though ulcerated in the central por- 
tion, there was no evidence of bleeding vessels. A 
longitudinal section showed that the growth replaced 
and undermined the adjacent muscle coats and mu- 
cosa. Paraffin sections were stained with eosin- 
methylene blue, hematoxylin-eosin, and by Perdrau’s 
method. The microscopical structure (Fig. 6) was 
similar to that of the first case except that the 
stroma was more abundant and the gland-like ar- 
rangement of the cells was less conspicuous, the cells 
being isolated in small, compressed groups. This 
excess of stroma in the deeper layers of the wall 
accounted for the constriction. The large mass re- 
moved at the second operation weighed about 1100 
grams, and measured, after fixation, eighteen by four- 
teen by sixteen cm. There were numerous large 
thin-walled blood vessels in the thickened peritoneal 
covering. The tumor was friable, contained alter- 
nate opaque yellow necrotic areas, areas of hemor- 
rhage, and areas of translucent grey-white tissue. 
The sections showed a structure similar to that of 
the primary growth, but with an abundance of ne- 
crotic tissue. 
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FIG. 6, Case II. The longitudinal section through the tumor seen in Fig. 5 shows the invasion of the (a) muscular 


coat, (b) serosa and (c) adjacent mesentery. The muscular 
while that below the tumor is not abnormal (e). (Hematoxy 


Despite the findings of complete obstruction 
by the malignant tumor, it was believed that 
an excellent result would follow the resection 
and intestinal anastomosis, and indeed fcr the 
next five months the patient was free from 
symptoms. However, the error of our belief was 
emphasized at five, eleven and sixteen months 
later, when evidence of the metastases were seen 
at successive admissions. A complete necropsy 
on the first patient demonstrated metastases only 
to the adjacent mesenteric lymph nodes, and the 





. 





coat of the jejunum above the tumor is hypertrophied (d), 
lin and eosin X 6.) 


interval from the onset of symptoms to the 
exitus of this patient (Case I) was over three 
years. In this second case the operation oe- 
curred four months after the onset of the symp- 
toms, and in another eight months extensive 


metastases were found. 

The histological structure of each tumor is 
identical. The tumor in the first case is how- 
ever larger, more ulcerated, but less constricting 
than that of the second ease. 





FIG. 7, Case II. <A cross section of the metastastic retroperitoneal mass shows the extensive necrosis and cyst forma- 


tion. (Natural size.) 
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COMMENT 


It is difficult to estimate the exact frequeney 
of such a rare lesion as a primary careinoma 
of the jejunum for in successive Paris theses 
upon tumors of the small intestine Tiecenes’ 
(1904), Venot and Parcelier? (1913) and Min- 
vielles? (1924) commented upon the fact that 
many of the eases reported as primary ear- 
cinomas of the jejunum were not verified by 
histologic study. 

From the reported statistics of European 
elinies and personal reports from the depart- 
ments of pathology of eight of the largest hos- 
pitals in this country there have been noted 23 
verified eases among 135,000 necropsies. Judd* 
of the Mayo eclinie has presented the largest 
group of individual surgical cases, seventeen in 
all. With the individual reports, 78 verified ex- 
amples of this type of tumor were found in the 
literature. These figures emphasize the rarity 
of the lesion. 


PATHOLOGY 


The most common site of primary adeuno- 
-arcinoma of the jejunum is in its upper dur- 
tion. The tumor appears as either a single. an- 
nular, constricting mass, or as a metamorphosis 
of one or more polypi in the jejunum. The 
single, annular, constricting type is the form 
most often encountered. It is described ‘‘as 
though a band or string had been tied about 
the jejunum’’, with a resultant hypertronhy of 
the muscular coats above the tumor. 

Externally the tumor may be adherent to 
the surrounding tissues as the adjacent mesen- 
tery and mesenteric lymph nodes are freauently 
the site of local extensions or metastases. In 
all reported eases there has been some obstruc- 
tion to the lumen at the site of the tumor, and 
often the constriction is such that only the finest 
probe can be pushed through. The tumor usu- 
ally invades all of the coats and undermines 
the adjacent normal tissues. The obstruction is, 
of course, produced both by the invasion and 
constriction of the wall, and the presence of 
the tumor tissue projection into the !umen. 
Uleeration of the projecting mass is common, 
but there are no reported instances of gross 
hemorrhage into the lumen of the intestine. 

Microscopically the cells are eylindrieal with 
a nucleus the chromatin content of which is 
abundant. Mitoses are common. The cells are 
usually arranged in gland formation. At the 
period in the life history of the tumor at which 
.it is observed at operation or at necropsy, the 
stroma is usually dense, especially in the region 
of the invaded muscular coats. Where the 
stroma is dense, the cells lose the gland-like ar- 
rangement and occur singly or in small grouns. 

Another form of primary adenocarcinoma of 
the jejunum is the type arising as a meta- 
morphosis of a polyp. There are numerous ex- 
amples of carcinoma associated with multiple 





polypi of the large intestine, but few similar 
lesions oceur in the small intestine. This form 
is described by Judd*, Wood and Pena®, and 
Schlieps*, and an excellent illustration is pre- 
sented in the article by Johnson’. The lesion 


is large, usually peduneulated, and causes ob- 


struction by its size and projection into the 
lumen, rather than by invasion of the muscular 
coats with subsequent constriction. Its strue- 
ture does not differ materially from that of the 
annular type except for the lessened amount of 
stroma and relatively less invasion of the jejunal 
wall. 

Still another form of a primary adenoear- 
cinoma rarely found in the jejunum was re- 
ported by Hernandez’. This author presented 
an instance of a malignant ‘change in an aber- 
‘ant panereatie deposit in the jejunum which 
produced the clinical picture of a high intestinal 
obstruction. 

In the review of the literature it was noted 
that in all the tissues thoroughly studied there 
was found adjacent lymph node involvement. 
Craig®, in his study of twelve cases of adeno- 
earcinoma of the jejunum, found lymph node 
metastases in eleven cases, the twelfth case be- 
ing inoperable. 

Metastases to the viscera, especially the liver, 
omentum, peritoneum, and mesenteric lvmph 
nodes, vertebrae and ribs have been described 
by Johnson‘, Judd*, Kukula’®, and others. 


SYMPTOMS 


The usual symptoms, recorded in the revorts 
of cases, are those of high intestinal obstrue- 
tion and undoubtedly oceur late in the life his- 
tory of the tumor. The great majority of the 
patients complain of pain in the epigastrium or 
about the umbilicus. The pain is paroxysmal, 
severe and frequently associated with intestinal 
peristalsis, both seen and felt by the patient. 
Many patients deseribe a feeling of abdominal 
pressure and distress after eating and before 
nausea and vomiting begin. As the site of the 
ercwth is most commonly in the first part of 
the jejunum, vomiting usually follows shortly 
after the taking of food. The vomitus is usu- 
ally large in. amount, contains bile, and was 
never fecal in character except in several in- 
stances where the tumor had invaded the colon, 
forming a jejunal-colon fistula. Gross blood in 
the vomitus has been recorded rarely and yet 
the tumor is usually ulcerated. Constipation is 
reported as occurring in over one-half of the 
eases. A large number of observers eall at- 
tention to the presence of occult blood in the 
stools and Soper’? has again emphasized this 
point. A secondary anemia was noted by Jobn- 
son’ and by Judd*, but the studies of the blood 
are infrequently reported. 

Such complications as obstruction, partial or 
complete, perforation or intussusception alter 
the clinical picture. Examples of almost com- 


plete obstruction are given by Morrison™, Denis 
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and Charrier™, and others. The lesion may 
closely simulate pyloric obstruction, and Whit- 
temore’s’? report describes this form. Perfora- 
tion into the general peritoneal cavity, with 
localized or generalized peritonitis, is noted by 
Keyser", while perforations into the transverse 
and ascending colon are described by Venot and 
Parcelier*, and by Voeleker’®. The finding of an 
intussusception of the jejunum is reported by 
Johnson? and by Morrison’?. 

The preoperative recognition of a tumor of 
the jejunum has been made and the site of the 
high intestinal obstruction has been localized in 
Roentgen ray barium studies by Soper'’, Por- 
tis'?, Judd‘, Hinz8, and Morrison**. Judd* 
called attention to the difficulty of diagnosis and 
pointed out the lack of similarity in the clinical 

findings of the reported cases. 


TREATMENT 


There is a general agreement that resection 
of the involved intestine with extirpation of the 
adjacent mesentery and lymph glands is the 
proper procedure, but the difficulty of making 
the diagnosis early enough frequently prevents 
such an ideal procedure, for by the time the 
patient comes to operation there will be. at the 
least, metastases to the adjacent lymph nodes. 
Furthermore, the patient is usually a por op- 
erative risk because of the toxic effects follow- 
ing the partial or complete high intestinal ob- 
struction. In the preoperative care of the pa- 
tient the need for fluids and sodium chloride 
has been repeatedly emphasized in the literature 
on both the clinical and experimental high in- 
testinal obstruction. 


SUMMARY 


Two examples of a rare type of a tumor of the 
jejunum, primary adenocarcinoma, are pre- 
sented. 





Although these tumors were similar in loea- 
tion and in gross and histological structure they 
caused different clinical symptoms. 

The principal clinical finding in the first pa- 
tient was a severe and unexplained secondary 
anemia. The ulcerated carcinoma of the 
jejunum was an unexpected finding at necropsy. 

The symptoms of high intestinal obstruction 
occurred early in the second patient and the 
obstructing carcinoma was demonstrated by 
Roentgen ray barium studies. A resection of 
the tumor was made and within a short time 
large retroperitoneal metastases were found. 
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PNEUMONIA IN RELATION TO AN EPIDEMIC OF “MILD” INFLUENZA, 
WITH THE REPORT OF THREE FULMINATING CASES 
APPARENTLY DUE TO STAPHYLOCOCCUS 
AUREUS* 


BY ALEX. M. BURGESS, M.D.,+ AND CHARLES F. GORMLY, M.D.t 


URING the first four months of the year 
1929, while in charge of the two medical 
services at the Rhode Island Hospital, the writ- 
ers had become sufficiently interested in pneu- 
monia, with particular reference to its relation 
to influenza, to justify special study and a brief 
report. During the latter half of December and 


most of January the widely heralded epidemic 
of influenza was present in Providence. Most 


*From the Medical Service of the Rhode Island Hospital. 


+Burgess—Visiting Physician, Rhode Island Hospital. For 
record and address of author see ‘‘This Week’s Issue,’ page 
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! 
of the cases were of a mild type. In view of the 
known frequency of pneumonia as a complica- 
tion of influenza and the fact that this relation- 
ship is not well understood, it seemed as if a 
clinical investigation of the cases of pneumonia 
that occurred during and after the epidemic 
might throw. a little added light on the situa- 
tion and perhaps help to answer the following 
questions. ‘‘Is the presence of an epidemic of 
‘mild’ influenza the cause of a sufficient increase 
in pneumonia to constitute a real menace to pub- 
lic health?’’ ‘‘Is the pneumonia following ‘mild’ 
influenza of any definite clinical type and does 
it differ from pneumonia seen at other times?”’ 
‘‘Do fulminating rapidly fatal cases such as were 
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common in the fall of 1918 occur at all in asso- 
ciation with a ‘mild’ epidemic, and if so, can 
they be differentiated bacteriologically from the 
ordinary cases?”’ 

In attempting to answer the above questions 
we have studied all those cases on our services 
which have received a diagnosis of pneumonia. 
Eliminating those which evidently represented a 
terminal bronecho-pneumonia complicating an- 
other primary disease, those in which the pa- 
tient was evidently moribund and died within 
forty-eight hours after admission, and those 
in which the patient was over seventy or below 
ten years of age, we found that exactly one hun- 
dred cases remained. In the following com- 
munication we shall present: (1) a study of the 
oceurrence of pneumonia from October to May, 
based on our hospital records and compared with 
a study of the occurrence of influenza during 
the same months; (2) a brief analysis of one 
hundred cases of pneumonia observed during 
the first four months of 1929; (3) a discussion 
of the clinical and bacteriological types of the 
disease and their relation to influenza with espe- 
cial emphasis on a few fulminating cases asso- 
ciated with infection by the staphylococcus 
pyogenes aureus. 

As is always the case with influenza, the 
course of the epidemic was almost impossible to 
determine from any record of cases occurring 
in the community at large. All practitioners of 
general medicine in Providence realized that 
from the latter part of December on, they were 
seeing a greatly inereased number of patients 
suffering from ‘‘grippe’’ but, as far as could be 
determined, very few reported, or carefully re- 
corded, these eases. It was possible, however, 
to follow the epidemic carefully in certain 
groups, the most satisfactory of which for our 
purposes was the student body at Brown Uni- 
versity. The weekly record of illness kept at 
the Division of University Health showed an in- 
cidence of from zero to nine ‘‘grippe’’ cases a 
week, from the opening of college to December 
17. In the week beginning on that date, how- 
ever, 64 cases were recorded. After the two 
weeks’ Christmas holiday, during which 31 
cases were known to have occurred (and prob- 
ably as many more were unreported), the inci- 
dence for the next four weeks was as follows: 


Week of January 7 — 55 
“ “e “ 14 sid 83 
t% fi “ 91 ape 40 
f% i % ni 28 os 9 


After January the epidemic may be said to 
have been over, although in the third week in 
February eighteen cases were reported. 

Table I gives a comparison by months of the 
incidence of influenza at Brown and of pneu- 
monia at the Rhode Island Hospital. 


TABLE I 
Influenza at Brown 
Oc- No- De- Jan- Feb- March April 
tober vember cember uary  ruary 
17 18 110 187 49 26 


18 





Pneumonia at Rhode Island Hospital 


18 12 30 68 36 23 15 


In the spring of 1926 an epidemic of influenza 
quite similar to the one under discussion oc- 
curred in Providence and was studied in relation 
to the occurrence of pneumonia’. Table IT gives 
a comparison of the occurrence of influenza at 
Brown and pneumonia at the Rhode Island Hos- 
pital for the first four months of the two years 
in question. 


TABLE II 
Influenza at Brown University 
January February March April 
1926 16 22 284 9 
1929 187 49 26 18 
Pneumonia at Rhode Island Hospital 
1926 14 7 41 15 
1929 68 36 23 15 


It is evident from the above figures that both 
in 1926 and 1929 the presence of an epidemic of 
influenza more than doubled the incidence of 
pneumonia. 


ANALYSIS OF 100 CASES 


The following are the main facts of interest 
regarding the hundred patients with pneumonia 
studied by us: 


Deaths—33 


Type of lesion — Lobar 19 
Broncho 9 
Doubtful 12 


Leucocyte count — average 14,967 
Cases with leucocytosis over 15,000 — 47 
Deaths in this group — 10 or 21.3% 
Cases with leucocytosis below 15,000 = 32 
Deaths in this group — 15 or 46.9% 


Cases with leucocytosis below 10,000 = 9 
Deaths in this group — 5 or 55.5% 


Blood Cultures: 


64 cases were subjected to one or more 
blood cultures; of these 8, or 
12.5%, were positive. 


The following organisms were found: 


Pneumococcus Type IV — 4 cases. 

Pneumococcus Type 1 — 38 cases. 

Staphylococcus Aureus and B. of 
Friedlander — 1 case. 

B. Influenza associated with Type IV 
pneumococcus — 1 case. 


one patient showing a _ positive 
blood culture recovered. In this 
instance a type IV pneumococ- 
cus was grown. 


Only 


Bacteriology of sputum: 


Pneumococcus Type I—15 cases— 6 died 


“ Type (es 5 = ele “ 
gs Type III—6 “* —83 “* 
a Type IV—42 ‘“ —17 “* 
B. Influenza 
(with Pneumococcus) 15 “ —4 * 
Staphylococcus aureus Bop era 
Streptococcus hemo- 
lyticus Ss 
Bacillus of Friedlander 7. * =a 
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Treatment: The methods of treatment in use on 
both services were those usually employed. 
Fresh air, good nursing, the use of digitalis, 
caffein, venesection and oxygen as indicated 
were the most important features. Specifie treat- 
ment, in the form of concentrated pneumococecus 
antibody solution prepared according to the 
method of Felton, was used routinely only in 
those eases in which the patient was first seen 
and the diagnosis of typical lobar pneumonia 
established within seventy-two hours of the on- 
set. In the series here reported this applied 
to only two cases, which turned out to be caused 
by Type I pneumocoeci, both of which showed 
very satisfactory improvement under this treat- 
ment. When used in other cases no definitely 
good results were obtained. The tragic death of 
a patient sensitized to horse serum, and seen in 
another hospital and reported elsewhere by one 
of us*, has emphasized to us the necessity of 
caution in the use of this agent and has in- 
clined us to the subeutaneous route of adminis- 
tration. 


Postinfluenzal cases 


Twenty-two of our patients gave a_ history 
of a definite attack of ‘‘grippe’’ preceding their 
pneumonia. Four of these were admitted with 
a diagnosis of influenza and developed their 
pheumonias while under observation. The aver- 
age leucocyte count of the postinfluenzal eases 
was 13,800 and eight of them died. In general 
it may be said that, except in case of the two 
fulminating cases discussed below, no differences 
were noted between the patients of this group 
and those in whom a history of influenza was 
not obtained. Of the patients who were studied 
throughout both their influenza and their pneu- 
monia, two showed, with the onset of the pneu- 
monia, a rise in leucocytes from 8,800 and 5,300 
per cu. m.m. to 17,150 and 18,100 respectively. 
Both of these patients recovered. 


Fulminating cases 


The other two patients represent instances of 
fulminating infection in every way similar to 
those rapidly fatal cases that were common in 
this country during the height of the pandemic 
of 1918. In both of these cases a fall in leuco- 
cytes was observed, which in one instance reached 
750 per cu. m.m. a few hours before death. A 
third fulminating ease, in which the patient was 
admitted after pulmonary invasion had oe- 
eurred and in which no accurate history of the 
onset could be obtained, also exhibited a leuco- 
penia, 2,500 per cu. mm., and at autopsy 
showed a typical confluent hemorrhagic broncho- 
pneumonia with edema, the picture so common- 
ly seen at post mortem in 1918. In all three 
of these eases the staphyloceoceus aureus was 
recovered, in the first case from the sputum and 
blood, in the second from the sputum and in 
the third from the consolidated areas in the 
lung. Brief case histories follow. 
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CasE I. E. N., female, twenty years of age, a stu- 
dent nurse, was admitted to the nurse’s infirmary on 
January 16. Her family history and past history 
were unimportant. The main complaints were chilli- 
ness, headache and general malaise. The following 
observations were made during the day: 


Tempera- Pulse Respira- 
tures tions 
8:45 A. M. 100.6 110 21 
3:00 P. M. 98.6 108 28 
7:00 P. M. 98.2 90 28 


Diagnosis: Influenza. Treaiment: Bed rest; fluids, 
forced; empirin gr. v every 4 hours. Patient was 
comfortable that night but slept poorly. 

The next day, January 17, she complained of in- 
creased general aching “all over body.” The follow- 
ing were recorded: 


Tempera- Pulse Respira- 
tures tions 
7:00 A. M. 99.2 92 26 
7200°.Ps M. 98 99 28 


During the night she became quite uncomfortable 
and at 2:30 A. M. her temperature was found to be 
103.4, pulse 124 and respirations 36, and she was ad- 
mitted to the hospital. Seen at 3 A. M., she showed 
marked prostration, but was mentally alert. The 
face was flushed and there was considerable dysp- 
noea, with shallow, rapid respirations, a hacking 
productive cough with pinkish sputum. Examina- 
tion of the chest was negative. At 9.30 P. M. her 
temperature was 105, pulse 140 and respirations 40. 
Cyanosis was marked. 

At 11.45 A. M. physical examination showed a nota- 
ble diminution of the respiratory murmur on the 
left and many moist rales heard over both lungs, 
more marked on left. The patient was comatose. 
X-ray examination showed a consolidation of the 
left lower lobe. The condition grew gradually worse 
and the patient began to cough up a considerable 
amount of bloody sputum during the afternoon. She 
died at 5 P. M. January 18. 


Leucocyte count January 18 


10 A. M. 2,600 
4.30 P. M. 2,100 
Differential leucocyte count: 
Polynuclears 8% 
Eosinophiles 18% 


Large lymphocytes 43% 
Small lymphocytes 23% 
Monocytes 8% 


Sputum examination showed the presence of the 
staphylococcus pyogenes aureus. The organism was 
found to be strongly hemolytic and very pathogenic 
for mice. 

Blood culture taken at the time of death showed 
the presence of the staphylococcus pyogenes aureus 
and the pneumococcus type IV. 


Case II. M. A., a female cook, 19 years of age, 
complained, on January 26, 1929, of pains in the 
head, back and legs, dry cough and substernal op- 
pression. She was seen by Dr. Paul Cook, who made 
a tentative diagnosis of influenza and on January 27 
sent her to the hospital. On the day of admission 
she showed a temperature of 100.2, pulse rate of 100 
and respiratory rate of 24. The pharynx was inject- 
ed; physical examination was otherwise negative. 
Leucocyte count 5,300. The following day the tem- 
perature rose to 102 and remained about at that level 
all day. Subjectively there was no change. On the 
third day, January 29, at 11 A. M. the temperature 
was 102.8 and the patient was suffering from a hack- 
ing and harassing cough. She began raising blood- 
tinged sputum. The leucocyte count was 2,500 and 


i 


d 





264 


a ee 


the differential count was as follows: polynuclears 
56%: small lymphocytes 15%; large lymphocytes 
17%; endotheliocytes 9%; unclassified 3%. A few 
fine rales were heard over both lungs. At 2 P. M. 
many large moist rales were heard and at 7 P. M. 
there were signs of frank consolidation over the en- 
tire right lung. Cyanosis was present. By 9 P. M. 
there was evident pulmonary oedema and the patient 
died at 12.30 A. M. The leucocyte count at 9 P. M. 
was 750 per cu. m. m. An x-ray taken at noon 
showed no evidence of the consolidation which later 
appeared. Blood culture was sterile. An examina- 
tion of the sputum showed B. influenza and a hemo- 
lytic staphylococcus aureus. 


Case III. D. P., 15 years old, female, a State ward, 
was admitted to the Rhode Island Hospital January 
31, 1929, with a temperature of 104°, pulse 142, res- 
pirations 60. The history was that of indefinite ill- 
ness for two days before admission. On admission 
she was markedly cyanotic and dyspnoeic. Physical 
examination showed loud coarse rales over both 
lungs, obscuring other findings. X-ray examination 
suggested a diffuse broncho-pneumonia of both lungs. 
Leucocyte count 2,500. Despite treatment which in- 
cluded oxygen, venesection, adrenalin and other meas- 
ures, the patient became rapidly worse and liter- 
ally drowned in her own secretions. The blood cul- 
ture was sterile. Necropsy revealed a diffuse hem- 
orrhagic broncho-pneumonia with marked edema, 
the typical “wet lung” of the 1918 epidemic. Cul- 
tures from the lung gave a growth of pneumococcus 
and staphylococcus pyogenes aureus. 


Comment: These three cases are of interest 
in that they present the clinical picture of ful- 


minating ‘‘influenzal pneumonia’’ such as was 
seen in the fall of 1918. The low leucocyte 
count is of interest and the presence of the 


staphylococcus aureus in all three cases recalls 
the fact that in 1918 certain observers, notably 
Chickering at Camp Jackson*, found this or- 
ganism present in a large number of the ful- 
minating cases which he reported. 

Family Infections. Two instanees of family 
infections occur in our series. Both occurred 
during the height of the epidemie and involved 
both parents and one child. All suffered with 
grippe-like symptoms followed by lobar pneu- 
monia. In one family pneumococeus Type I 
was found and in the other pneumococeus Type 
IV. In private practice we noted other instances 
of family infection with postinfluenzal pneu- 
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monia during the epidemic. In our experience 
the occurrence in pneumonia simultaneously in 
several members of the same family except dur- 
ing an epidemie of influenza is rare. 


Conclusions. This brief study of pneumonia, 
in relation to an epidemic of influenza, appears 
to us to justify the following conclusions: 

1. An epidemic of ‘‘mild’’ influenza may 
more than double the incidence of pneumonia 
and therefore constitutes a great menace to pub- 
lic health. 

2. Postinfluenzal pneumonia varies greatly 
in its characteristics, apparently depending on 
the type of organism which is present as a causa- 
tive factor. Pneumococci are the commonest 
organisms found and usually give rise to typical 
lobar pneumonia, although atypical forms are 
fairly common. ° 

3. The view that postinfluenzal pneumonia 
is due to lowered resistance brought about by the 
influenza and secondary invasion by any virulent 
organism that may gain a foothold in the tissues 
of the respiratory tract, rather than to the virus 
of influenza itself, is supported by the ocecur- 
rence of so many typical lobar pneumonias fol- 
lowing influenza, by the infection of several 
members of influenza-stricken families with the 
same type of pneumonie infection and by the 
occurrence of a few fulminating eases like those 
seen in the pandemic of 1918 associated with 
the presence of a particular organism, the 
staphylococcus pyogenes aureus. It seems rea- 
sonable to suppose that in epidemies like that 
of 1918 the influenza virus produces a greater 
loss of resistance and therefore a greater ten- 
deney to the production of pneumonia of +he 
fulminating type. The difference between that 
epidemie and the subsequent ‘‘mild’’ outbreaks 
seems to be entirely one of degree of virulence 
rather than of kind of infection. 
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THE TREATMENT OF NEUROSIS (CARDIAC) * 


BY WILLIAM D. REID, M.D Tt 


HE term ‘‘ Neurosis (Cardiac) ’’ was accepted 
in 1926 by the classification committee of 
the American Heart Association’. It indicates 
the condition in which, in the absence of actual 
- organic disease of the heart, the symptoms and 
signs commonly associated with physical exer- 
tion oceur out of proportion to the emotional 
stimulus. It is that form of effort syndrome 
in which the disturbance is caused by excitement 
*From Boston University, School of Medicine. 
+Reid—Assistant Professor of Cardiology, 


School of Medicine. For record and 
“This Week’s Issue,”’ page 294. 


Boston University 
address of author see 





rather than by physical activity. Neurosis 
(cardiac) is not, of course, a form of true heart 
disease; rather it is a condition in which the 
heart is organically normal, but the patient he- 
ing emotionally unstable, heart disease is sim- 
ulated superficially. It is actually a psveho- 
neurosis. 

A large group of patients is afflicted by ear- 
diac neurosis. It appears to be correct to es- 
sert that many of these patients are treated 
indifferently or even poorly. The purpose of 


this article is to discuss some of the therapeutic 
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principles pertaining to this neurosis and to 
suggest methods of treatment. The writer is 
not a psychiatrist but a cardiologist with a 
strong interest in the problem of psychoneuro- 
sis present in patients with simulated or actual 
eardiae disease. Recent medical literature con- 
tains much emphasis on the interdependence of 
psychiatry and the practice of general medi- 
cine. In agreement with this conception it seems 
justifiable to present the following material. 


INADEQUACY OF MEDICAL EDUCATION IN THE 
PSYCHONEUROSES 


Medical students rarely gain an adequate un- 
derstanding of the psychoneuroses. The aver- 
age physician aequires much of his knowledge 
on this subject from medical literature and ex- 
perience in private practice. This, while re- 
erettable, is readily understandable. The na- 
ture of the psychoneuroses requires that the 
physician gain the entire confidence of his pa- 
tient, which is obviously difficult, and perhaps 
impossible, without a private interview. There- 
fore these conditions are generally unsuitable 
for the publicity of demonstration to a group. 
Furthermore, medical teachers can rarely afford 
the time, nor ean the medical school allot suf- 
ficient time from its crowded curriculum, to 
permit a complete presentation of the diagnosis 
and analysis of psychogenetie symptoms and 
the treatment of psychoneurotic patients. 


NEGLECT OF THE PSYCHONEUROTIC PATIENT 


General practitioners are sometimes criticized 
adversely for their failure to treat adequately 
patients afflicted by a psychoneurosis. If the 
criticism be justified, it seems reasonable to be- 
lieve that the cause usually does not rest in the 
physician’s failure to detect the presence of the 
psychoneurosis. It has been stated above that 


the proper handling of these patients taxes the 
physician heavily in time and energy. Psycho- 
neurotic patients are notably hard to manage. 
The interviews are prone to be lengthy and the 
patients may not return sufficiently often to the 
physician to enable a good result to be obtained. 
Many practitioners are of the opinion that the 
time and energy needed are not warranted by 
the results and so have acquired the habit of 
avoiding such work. , It may be that some phvysi- 
cians have not acquired a sufficiently clear un- 
derstanding of the methods of treating the 
psychoneuroses, or may even believe that such 
therapy can only be used successfully by the 
psychiatric specialist. Then again, the fees re- 
ceived in general practice are relatively small 
and the physician is often under great pres- 
sure to attend other patients ill with organic 
diseases. Can it be wondered at that there is 
a disinelination to undertake the treatment of 
psychoneurotie patients ? 





THE ACQUISITION OF KNOWLEDGE PERTAINING TO 
THE THERAPY OF NEUROSIS (CARDIAC) 


How may the student or practitioner obtain 
knowledge of the methods of treating psycho- 
neurotie patients? In the first place, he must 
believe in the reality of the psychoneuroses and 
that it is worth while to cure patients affected 
by them. Assuming that he has not already 
done so, he should read psychiatric literature 
in order to accustom his mind to thinking read- 
ily in such channels. Many books are available; 
the following are suggested as especially help- 
ful: 

Thom, D. A., Everyday Problems of the Everyday 
Child; D. Appleton and Co., 1927. 
Oliver, J. R., Fear; the Autobiography of James 

Edwards; The Macmillan Co., 1927. 

Blanton, S., and Blanton, M., Child Guidance; The 
Century Co., 1927. 

Walsh, J. J., and Foote, J. A., Safeguarding Children’s 
Nerves; The J. B. Lippincott Co., 1924. 

Myerson, A., The Nervous Housewife; Little, Brown 
& Co., Boston, 1920. 

Dubois, P., The Psychic Treatment of Nervous Dis- 
orders, trans. by S. E. Jelliffe; Funk & Wag- 
nalls, New York, 1905. 

Ross, T. A., The Common Neuroses, Their Treatment 
by Psychotherapy; Longmans, Green & Co., New 
York, 1923. 

Jackson, J. A., and Salisbury, H. M., Outwitting Our 
Nerves; The Century Co., 1921. 


A longer and doubtless better list can be ob- 
tained from any specialist in psvehiatrv or 
from the editor of any of the well-known medi- 
cal journals. 


DIAGNOSIS OF NEUROSIS (CARDIAC) 


The diagnosis of cardiae neurosis is relatively 
simple; in a measure it may be said to be by 
exclusion. Each supposed ecardiae patient may 
be considered to be suffering from one of three 
conditions: 

1. Organic disease of the heart. 

2. Organie disease elsewhere in the body. 

3. A functional condition, such as neurosis 
(cardiac) or the effort syndrome. 


One studies such patients sufficiently to ex- 
clude the presence of an organic basis for the 
symptoms. The writer has discussed this suffi- 
ciently elsewhere*. As one becomes more 
familiar with the psychoneuroses, or as it is 
sometimes said, when one has become sufficiently 
sensitized to the diagnosis, the presence of ear- 
diae neurosis will often be promptly apparent; 
it is never good policy, however, to neglect an 
adequate search for organic disease. It is also 
quite true that some patients may be affected 
both by organic cardiac disease and by some 
sort of a psychoneurosis. Take, for example, 
the simple case of a patient with organic disease 
of the heart of which he has been informed, 
and in addition symptoms due to apprehension 
of its effects. Experience in treating cardiac pa- 
tients and knowledge of the effects caused by 
heart disease will often make it obvious that 
part of the picture presented by the patient is 
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extraneous in origin. Thus a eardiae vatient 
may be short of breath, ete., but does not weep 
as she gives her history. 

When the examination has failed to disclose 
organic disease of the heart, or elsewhere in the 
body, sufficient to account for the patient’s eom- 
plaints, the patient should not be turned away 
at this point. If no further attempt is made 
to solve the problem, it is not to be wondered 
that some of these patients drift to one of the 
various cultists. 


PROCEDURE AFTER EXCLUDING ORGANIC DISEASE 


It is. as already intimated, medically unsound 
to neglect a careful history and physical exam- 
ination, and until the history has. been taken 
and an examination made, it is usually poor 
policy to discuss the probability of the svmp- 
toms being psyechogenetie in origin. Many of 
these patients have previously consulted other 
physicians without obtaining relief, and your 
patient’s mind may run in some such channels 
‘*Here is another doctor who doesn’t know 
anything about me. Someone has told him that 
I am just nervous, or he has jumped to that 
conelusion when really he doesn’t understand 
me at all’’. These patients so often think they 
are misunderstood! If such are the patient’s 
thoughts, he will often resist further efforts to 
uncover the background of his psychoneurosis. 
The physician must forget the demand upon his 
time and let the patient recount his story. 
When the patient has been completely examined 
and has had a satisfactory opportunity to give 
his history, he is then likely to be receptive to 
remarks from the physician. He may savy in- 
wardly, ‘‘This physician has been all over me; 
in fact, no one has examined me so earefully be- 
fore. and he has listened to my story. He knows 
all about me and so must understand my ease’’ 
Then he will be responsive to questioning per- 
taining to the psyehie side of his life. 

Depending upon how firmly the patient be- 
lieves he is a victim cf heart disease and whether 
he has previously been given such a diagnosis, 
it may be necessary at this point to take the 
time to explain carefully just why one believes 
that his heart is not actually diseased. In some 
cases it may even be desirable to procure an 
electrocardiogram or a roentgen examination for 
no other reason than to aid in proving to the 
patient that his heart is not affected. Resort 
to these conerete pieces of evidence goes far 
toward persuading some patients to relinquish 
a cherished diagnosis of heart disease. 

After this preliminary study the physician 
‘may state something as to the reality and the 
nature of the psychoneuroses. Details of the 
circumstances attending the first appearance of 
the symptoms should be sought. If the nature 
of the neurosis then becomes clear, the physician 
may explain to the patient how naturally the 
condition originated. Usually, however, it is 
necessary to obtain the psychological history of 
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the patient. It has been well said* that a neu- 
rotie illness is no accident. It marks the failure 
to stand up before the demands of life as the 
direct consequence of inadequate psychological 
preparedness. In other words, the soil is pre- 
pared for it. 


If there appears to be difficulty in getting in- 
formation from the patient, it may sometimes 
help to sketch rapidly the various circumstances 
which may give rise to psychoneuroses. One may 
state that all babies are not born equal, some are 
lacking in vigor; some undergo feeding difficulty 
during the first year, some contract an illness. 
For any of these causes the child may be the 
object of special care and solicitude, which is 
not without its harmful effect upon his nervous 
makeup. He may be an only child, a state 
which is not as conducive to mental healthful- 
ness as is that of being one of a family of ehil- 
dren. One or both parents may be ‘‘nervous’’, 
or a brother or sister may have ‘‘temper tan- 
trums’’. If none of this exists in the household, 
the child may meet similar conditions among 
his playmates, or in school may come in contact 
with a ‘‘nervous’’ teacher, who may have 
troubles of her own, and without realizing the 
possible harm may express her own unrest hy 
‘‘taking it out’’ on the children. Next comes the 
age when consciousness of the other sex first ap- 
pears; the girl desires more and more party 
dresses or the boy more expensive clothing, but 
the parents may not supply them because they 
do not approve or because they may not be suf- 
ficiently prosperous. The young person may 
desire to be the leader of his or her socia! group 
but may be unable. The individual is experi- 
encing desires which are thwarted. Then comes 
the time of love affairs which may not prosper, 
or if marriage occurs, there may be a tendency 
to expect nothing but love and happiness and to 
overlook the cares and responsibilities incident 
to establishing a new home,—the meals to be 
prepared, the furnace to be tended, ete. Later 
come the worries associated with business, fear 
of losing one’s job, a dishonest partner; or con- 
cern over the physical or moral health of a 
child; or perhaps suspicion that the husband or 
wife is cooling in his or her love, ete. All of 
these things cause conflicts and worries. Some 
individuals adjust themselves satisfactorily, 
many fail to make such adjustment. It may be 
explained to the patient that you know all the 
conditions you have mentioned do not apply to 
him but that some may, and that you were 
merely suggesting the sort of conditions and life 
experiences which may have an influence upon 
the mental life. The above picture mav be 
varied somewhat, according to what one suspects 
may have happened to the patient at hand. The 
purpose of the procedure is to get the patient to 
talk and to lessen for the moment his possible 
reluctance to mention matters that seem rather 
personal. Thus it is that the physician makes 


progress in the personality study of the patient 
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and in ascertaining what life experiences have 
molded him. 


TACT AND DIPLOMACY 


The physician who is not known to be a spe- 
cialist in psychiatry does well to be conscious of 
the need of special tact and diplomacy in talk- 
ing to patients with psychogenetic symptoms. 
It may be necessary to disarm the opposition and 
annoyance that are easily roused in some pa- 
tients when the doetor discusses their personal 
reactions to experiences and suggests a better 
philosophy of life. There are many modes of 
approach which may lessen any unpleasant re- 
action on the part of the patient. One may state 
that he is merely pointing out the methods which 
have benefited other individuals similarly af- 
flicted; that the patient in this condition is in a 
proper sense sick and his judgment is not fully 
normal; that the doctor is not so much wiser in 
his knowledge of life, but an understanding of 
these nervous conditions forms a part of the 
practice of medicine and he has had, therefore, 
to keep himself informed on these matters and is 
now merely bringing this information to the aid 
of the patient; that while as an individual he 
would not think of eriticizing the patient’s 
philosophy of life, as a physician he knows it is 
important to make certain that the patient pos- 
sesses a favorable philosophy toward life in its 
various vicissitudes. One may add that these 
psychoneuroses are both of very common occur- 
rence and very natural in their origin; that they 
are very real and may, at times, cause fully as 
much disability and suffering as many of the 
organic diseases. There is nothing to be ashamed 
of in admitting their presence; many of these 
conditions are the product of our subconscious 
mind. Human beings are in a sense the pawns 
of their experiences in life, of their emotional 
reactions, ete. 

These and other ideas may be expressed ac- 
cording to the type of patient with whom one 
is dealing. One learns by experience and by his 
rowing knowledge of men and women just how 
to talk and what to say. It is often helpful to use 
apt analogies and to make certain that one’s 
ideas are expressed in words that are understood 
by the individual patient; this varies, of course, 
with the degree of education evidenced by the 
patient. 

It should likewise be emphasized that the 
physician should be eareful to control his facial 
expression; he must be quite matter-of-fact and 
display no undue curiosity, surprise, disgust, or 
embarrassment. Attention to this point may 
prevent the patient from concealing his true ex- 
periences and thoughts because of embarrass- 
ment in disclosing them to another. The situation 
is somewhat similar to that experienced by the 
medical student when he first has to take med- 
ieal histories and ask detailed questions ahout 
certain of the bodily functions as menstruation, 
micturition, ete. The student soon learns to 





suppress any outward expression of embarrass- 
ment and asks all necessary questions in a mat- 
ter-of-fact manner as part of a routine medical 
history. 


TREATMENT OF NEUROSIS (CARDIAC) 


Limitations of space prevent any full state- 
ment of the actual treatment of the patient af- 
fected by cardiac neurosis. A few suggestions 
must suffice; more can be obtained from the 
literature. 

The patient should be made to realize that the 
physician can only endeavor to show him how 
to help himself; a cure must come from within 
the affected individual. In some eases it may be 
sufficient to explain carefully the reasons why 
the suspected organic disease of the heart is not 
present. In others it may be necessary to go 
much further. 

Psychoanalysis is usually not needed, which 
is fortunate since this therapeutic procedure 
should be carried out by a specialist, requires 
unlimited time, and therefore is not available 
save for the wealthy. 

The principles of the therapy of the psycho- 
neuroses have been well summarized* as com- 
prising four points: (1) suggestion, (2) per- 
suasion, (3) analysis, and (4) re-édueation. In 
some cases to achieve success ¢fforts may be re- 
quired along all four lines. It may be a little 
clearer to offer some simple illustrations of the 
above four points. 

Mrs. Brown, for instance, may obtain sufffeient 
relief from the mere statement that the examina- 
tion discloses her heart to be normal and the 
suggestion that the symptoms are based on so 
simple a foundation as appreherfsion about her 
health or fear of heart disease. 

Mr. Smith, however, may need the use of 
persuasion before he will abandon his conviction 
that his heart is diseased. One may, in a sense, 
find it necessary to argue with him, in such 
language as is intelligible to this particular pa- 
tient, as to why his heart is not truly affected 
in order to convince him of the absence of 
organic heart disease. One may give him some 
information as to the eriteria warranting the 
diagnosis of heart disease and point out that 
none of them are present in this case. For in- 
stance, if he happens to be less than forty vears 
of age, it may be helpful to inform him of the 
rule that in an individual less than fortv vears 
the diagnosis of heart disease is unjustifiable in 
the absence of one or more of the chief reliable 
signs.” 

I have the cardinal principles of cardiac diag- 
nosis printed on small ecards for the use of med- 
ical students and I not infrequently show part 
of this to the patient to convince him that I am 
speaking truthfully and to allay his fears. If 
the idea that Mr. Smith’s heart is diseased 
emanates from the knowledge that a svstolie 
murmur is known to be present, one may bring 
into the conversation the prevalence of such 
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murmurs in the physical examination of college 
students and in the young men examined for the 
U.S. Army in the World War. Also one should 
not fail to mention that these college boys are 
considered well and that both the British and 
our army issued orders that the presence of such 
a murmur without further abnormal signs was 
not to be considered ground for exéusing the 
man from military service. There is much more 
that at times one may add to the argument, such 
as the records of fully normal hearts at the 
necropsy of individuals who had such murmurs 
in life. The need of prolonged discussion or 
argument is indicated in patients who prove 
tenacious of the erroneous diagnosis of heart 
diseases and roentgen mensuration and an elec- 
trocardiogram, especially if time is spent in 
elucidating the full significance of the normal 
roentgen and electrocardiographic records, may 
prove of considerable value in persuading these 
individuals to relinquish the belief that their 
hearts are organically diseased. 

Mrs. Jones may be an individual to whom a 
careful analysis of the exact nature and origin 
of her psychoneurosis may be necessary if she 
is to obtain relief. The conversation will turn 
to the character of functional nervous econdi- 
tions, with elaboration of whatever aspects are 
particularly applicable to her individual case. 

The fourth type of patient may be said to be 
the one requiring re-éduecation. This is the pa- 
tient who needs repeated interviews over what 
may ‘in severe cases be quite a period of time. 
Such a patient is often best treated in a hospital 
or nursing home, as is so well described in 
Oliver’s book, ‘‘Fear’’, cited above. Patience 
and persistence’ are prime requisites in the treat- 
ment of such patients and the considerable 
amount of time necessary must not be held to 
invalidate this therapy any more than it does in 
many forms of orthopedic therapy, the desensi- 
tization of hay fever patients, ete. A child is 
not taught to read in a single forenoon at school 
and likewise an individual should not be ex- 
pected to acquire what may be for him a new 
philosophy of life and ability to reaet satis- 
factorily to his environment save as a result of 
prolonged assistance and education to that end. 
It may be true that the faith and knowledgé of 
a specialist in the treatment of the psycho- 
neuroses is of particular value in dealing with 
individuals needing re-education, but some per- 
sonal experience convinces me that good results 
are obtainable by general physicians, provided 
opportunity is afforded to persist in the treat- 
_ment. For details of this method the reader is 
again referred to the literature. 

Although it is not my intention to belittle 
special knowledge of the psychoneuroses and the 
methods used by specialists, it is believed that 
good ‘‘horse sense’’, so-ealled, will go far in 
guiding the physician in his therapeutic conver- 
sations with these patients. It is again em- 
phasized that in practice these four methods: 
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suggestion, persuasion, analysis, and re-é€duca- 
tion, must be used in whatever combination and 
degree is necessary in the individual patient. 

It has also been stated* that sound mental 
health will be maintained if the individual has 
(1) a job or task, (2) a plan to achieve his pur- 
pose, and (3) freedom to carry this out. The 
physician may often further the results of his 
interviews with the patient by giving him cer- 
tain reading to do. Sometimes the simple 
thoughts expressed by Dr. Walton may help; 
the books by Thom, the Blantons, and Oliver, 
cited above, may be useful. 


COMMENT 


I have heard psychiatrie specialists assert that 
the general practitioner should never undertake 
the treatment of a psychoneurosis. ‘!n my 
opinion this assertion cannot be accepted, for it 
must be clear that if the treatment of psyeho- 
neurotic patients is to be limited to specialists, 
many patients will remain untreated. The value 
of any advance in the practice of medicine is 
greatly lessened if it is of such nature that it 
cannot be put to use by the majority of physi- 
cians but must be limited to a special group. It 
would seem better to state that genera! prac- 
titioners have the obligation to become familiar 
with the diagnosis and treatment of the psycho- 
neuroses and endeavor to aid its victims or else 
send ‘them to those who can. One need insist 
that only such patients who prefer the services 
of a specialist or those whose psychoneurosis is 
obscure or obstinate should be referred to the 
psychiatric specialist. I am confident that the 
harm to a few by unskilled treatment will be 
more than offset by the benefit to the far greater 
number of patients treated by the general vraec- 
titioners. 

It should be obvious that the treatment of 
neurosis (cardiac) is essentially similar to that 
of other forms of psychoneuroses. For this rea- 
son the terms neurosis (cardiac) and ‘‘ psyeho- 
neurosis’? have been used interchangeably in 
this article. 

rhere is so much more that one would like to 
add! However, the purpose of this article is not 
to cover the subject but to set up some road- 
marks for those who wish to make progress 
towards a better understanding of it. 


CONCLUSIONS 


1. It is believed that the medical student 
‘rarely acquires an adequate conception of 
neurosis (cardiac). The physician must pre- 
pare himself by reading sufficient literature on 
the psychoneuroses and by purposely studying 
man and his reactions to his environment and 
life experiences. 

2. It has been well said* that it is imnortant 
to ascertain what sort of a patient the disease 
has, as well as what sort of a disease the natient 
has. : 

3. The treatment of neurosis (cardiac) is 
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essentially the same as that of any psychoneu- 
rosis. 

4. The principles may be summarized under 
four points: (1) suggestion, (2) persuasion, 
(3) analysis, and (4) re-édueation. 

5. Neurosis (cardiac) can and should be ef- 
fectively treated by the general physician. 
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INTESTINAL DIVERTICULOSIS, PERNICIOUS 
ANEMIA, BILATERAL SUPRARENAL APOPLEXY* 


Report of a Case 


BY GRANTLEY WALDER TAYLOR, M.D.T 


M., aged 54, a white, single, female hair- 

* dresser, was admitted to the House of the 

Good Samaritan on September 25, 1928, from 

another hospital, with a diagnosis of cancer of 

the stomach, pernicious anemia, and chronic 
myoearditis. 


Her past history was unimportant save for a 
hysterectomy twenty-five years before admission, for 
fibroids, and repairs of herniae in the scar fifteen and 
twelve years before admission. 

Present Illness: At various times for years she 
had vomited after meals. Five months before admis- 
sion she began to vomit constantly after meals. She 
lost weight (145 lbs. to 105 lbs.). For fifteen months 
she had been suffering from shortness of breath. For 
eight months she had had swollen ankles. She had 
recently had severe pains in the precordial region, 
radiating to the right or left shoulders and down the 
arms. Three months before admission she went to a 
hospital, where diagnoses of pernicious anemia, 
chronic myocarditis, and acute and chronic cystitis 
were made. X-ray of the stomach showed a marked 
six-hour residue and a constant filling defect of the 
antrum, interpreted as carcinoma of the stomach. 
She was given a liver diet, and digitalis, and made a 
satisfactory improvement. She was discharged to 
the House of the Good Samaritan, with the diagnosis 
of inoperable carcinoma of the stomach. On admis- 
sion her complaints were chiefly of weakness, vomit- 
ing and abdominal distress. 

Physical Examination: Well developed and fairly 
well nourished. Skin pale. Tongue moderately 
atrophic. Heart: Apex impulse seen and felt in 5th 
space 11 cm. from mid-sternal line. Abdomen mod- 
erately distended. No masses or areas of tenderness. 
Midline suprapubic scar. No herniae. There is 
moderate edema of the ankles. Blood pressure 
164/88. Urine negative. R.B.C. 3,840,000. Hemo- 
globin 60% (Tallqvist). Electrocardiogram was nor- 
mal. 

Treatment: The patient was given 125 grams of 
raw liver daily, digitalis gr. 114 i.d., and dilute hydro- 
chloric acid m x t.i.d. She did fairly well on this 
régime, although intermittent vomiting of fairly 
large amounts of undigested food continued. On 
November 2nd her red count was 4,110,000. Hemo- 
globin, 70% (Tallqvist). There, was a fairly constant 
moderate pitting edema of the ankles, and persist- 
ence of weakness. Because of her rather surprising- 
ly satisfactory condition, the admission diagnosis of 
carcinoma of the stomach was questioned, and fur- 
ther x-ray studies of her gastro-intestinal tract were 
made on December 18, which were reported as fol- 


*From the Surgical Service of the House of the Good Samari- 
tan, Boston, Massachusetts, November, 1929. 

+Taylor—Visiting Surgeon, House of Good Samaritan. 
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lows: Oesophagus normal. Stomach: active peris- 
talsis, 20% six-hour residue. Large six-hour residue 
in the duodenum, which is in two or three large 
diverticula. Definite delay at the duodenojejunal 
flexure. A small 24-hour residue in one of the diver- 
ticula and tenderness on palpation over them. Ex- 
amination after 24 hours showed multiple diverticula 
in the colon, particularly in the descending and sig- 
moid regions. 

Her vomiting persisted and was occasionally so 
frequent and severe as to interfere with her essential 
liver ration. Vomiting took place as a rule once 
daily, usually in the middle of the night, with emesis 
of about a quart of undigested food. Free hydro- 
chloric acid .was invariably absent from the vomitus. 
Operation was advised, and the patient’s blood was 
grouped in preparation for transfusion if it should be 
necessary. Unfortunately, the patient developed an 
influenzal infection, with mild bronchopneumonia, 
which caused severe prostration, and which was un- 
usually persistent. Her blood count dropped to 
2,920,000. By March 12, 1929, however, she had quite 
recovered from her infection; her blood count had 
risen to 3,560,000; hemoglobin 80% (Tallqvist); she 
had been free from vomiting for several days. 

The picture at this point was that of mechanical 
intermittent duodenal obstruction due to pressure 
from the diverticula. There was no evidence of an 
inflammatory element in the diverticula themselves, 
save for the tenderness observed at the fluoroscopic 
examination. It seemed reasonable to suppose that 
gastroenterostomy would relieve the symptoms in 
large measure. 

March 16, 1929, operation was performed under ether 
anesthesia. The abdomen was opened slightly to the 
left of the midline. There were omnipresent dense 
adhesions involving the omentum, intestines, and 
mesentery. All the visible intestine presented 
numerous diverticula, ranging in size from a pea to 
a large plum. The stomach and proximal duodenum 
were greatly dilated. With some difficulty the 
proximal jejunum was identified, and a routine 
posterior gastroenterostomy was performed. 

About the fourth day postoperatively, the patient 
began to vomit, intermittently at first. Fluids and 
salts were maintained with enemata, and subpectoral 
and intravenous infusions. Her general condition re- 
mained very satisfactory, perhaps because of her long 
habituation to vomiting. Careful records were kept 
of intake and vomitus and it soon became apparent 
that there was no gain. Liver extract was given by 
mouth and also by rectum. A secondary operation 
was advised, but refused by the patient, on the 
ground that she felt very well. April 2, her blood 
count was 3,750,000; hemoglobin 50% (Tallqvist). 
April 4, an x-ray examination was reported as fol- 
lows: ‘Moderately dilated and atonic stomach with 
vigorous peristalsis of the obstructive type. Pylorus 
was wide open and the duodenum was rather 
markedly dilated, more so than at previous exami- 
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nation. There was considerable delay in the duo- Thyroid, pancreas, liver and spleen not remark- 
denal loop, with to and fro peristalsis, and appar- | able. ; 
ently obstruction at the duodeno-jejunal junction. Aorta: Many calcified plaques, especially in the 


The gastro-enterostomy stoma was open, but only 
a small amount of barium passed through it, most 
of it emptying into the dilated duodenal loop. 
There is still a definite collection of barium in the 
concavity of the duodenal loop, suggesting a large 
diverticulum. Practically none of the barium 
passed beyond the point at which gastro-enterostomy 
was done into the jejunum.” As a result of this 
examination, reoperation was finally consented to. 
It was apparent, even without this x-ray examina- 
tion, that the gastrojejunostomy was not functioning. 
This constituted urgent indication for further opera- 
tion, with simple jejunostomy, anastomosis of proxi- 
mal and distal jejunal loops, anterior gastroenteros- 


tomy, or duodenojejunostomy as possibilities. The 
x-ray findings of increased duodenal dilation, with 


only a small amount of barium passing through the 
stoma, favored duodeno-jejunostomy rather than the 
other possibilities. 

April 6, 1929, a second operation was performed 
under hyoscine, morphine and novocaine. The abdo- 
men was reopened. The jejunum distal to the gastro- 
enterostomy was brought up anterior to the trans- 
verse colon, and a duodenojejunostomy was done, 
without clamps. The patient was returned to bed in 
good condition. 

Following this operation the patient continued to 
vomit everything taken by mouth. However, the 
character of the vomiting changed from large 
amounts at infrequent intervals to frequent small 
amounts. April 8 there was a sudden marked change 
in the patient’s morale. She seemed tired and 
apathetic, convinced that she was going to die. She 
complained of great pain in her back and legs. The 
pulse rate rose to 120 and the temperature to 102°. 
The abdomen was full but not tense or tender. The 
patient’s bowels moved freely. The general picture 
suggested peritonitis, but the examination of the ab- 
domen did not confirm this diagnosis. The patient 
sank rapidly into a semicomatose condition, the 
temperature rose to 105.4° (rectal), the pulse to 148, 
the respirations to 38 and on April 9 she died. 


-Dr. W. Lewis 


Heart: There is an old gray scarred area at the 
apex of the left ventricle, 2 cm. in diameter. The 
coronary vessels are partly calcified and thickened, 
the lumen of the left partly obliterated. 

Lungs show no pathology. 

Abdomen: There are widespread old fibrous peri- 
toneal adhesions matting the intestines together. 
These are so dense that separation of loops of in- 
testine is difficult and they are torn in several places. 

Stomach: Large. The muscular coat is hyper- 
trophied. There is a healed patent gastroenteros- 
tomy stoma 4 cm. in diameter. 

Duodenum: There are several plum-sized diver- 
ticula. At the junction of first and second portions 
on the anterior surface there is a healing stoma of a 
duodenojejunostomy (about 30 cm. below the gastro- 
enterostomy on the jejunum). 


Jejunum presents stomas as noted. There are 
numerous marble to plum-sized diverticula. Peri- 
jejunal adhesions are particularly dense in the region 
_of the transverse mesocolon. 

Remainder of the intestine shows numerous diver- 
ticula, in general smaller and less numerous than in 
the duodenum and jejunum. The peritoneal ad- 
hesions, however, are much more dense and more 
widespread than those in the upper abdomen. 

Kidneys: Surfaces are pitted and scarred, and the 
capsules strip with difficulty. 

Adrenals: Both are enlarged to size of a small 
orange. The cut section shows a mass of clotted blood 
with necrosis of adrenal tissue. 


Autopsy. 





abdominal portion and small areas of ulceration with 

mural thrombi below the coeliac branches. 
Microscopic examinations: Heart, diffuse fibrosis. 

Lung, liver, pancreas, essentially normal. Small in- 


testine: Scar tissue in wall; serosa and mucosa in 
places infiltrated with polymorphs, oesinophiles, 
lymphocytes, ete. Liver: Fairly marked fatty infil- 
tration. 


Adrenal: Hemorrhage in surrounding fat. Zone 
of polymorphonuclear leucocytes in zona glomerulosa. 
Necrosis and massive hemorrhage replacing and de- 
stroying medulla. 

Kidney: Marked congestion. Glomeruli distended. 
Edema of tubules. Cloudy swelling of tubular epi- 


thelium. Aorta: Thickening of intima with 
atheromatous degeneration. Fibrin and red _ blood 
cells adherent at one point. Masses of cholesterol 


erystals. Slight perivascular lymphocytic infiltration 
in adventitia. 


Comment: The failure of the gastroenteros- 
tomy is probably attributable to the dense 
adhesions which involved the whole intestine, al- 
though it may also have been due to the fact 
that the obstruction was so remote from the 
stoma. The dense adhesions may have been due 
in part to the previous laparotomies, although 
more probably to inflammatory changes in the 
diverticula. 

It is interesting that during the three weeks’ 
interval between operations the blood count re- 
mained practically constant, although the hemo- 
globin dropped from 80% (Tallqvist) to 50% 
(Tallqvist). Whether liver extract is efficacious 
when given by rectum is undetermined. In re- 
trospect, the secondary operation should have 
been undertaken considerably sooner. How- 
ever, the patient’s general condition remained 
very good throughout the interim between opera- 
tions. Operation was urged earlier, but the 
patient refused consent. It is also debatable 
whether jejunostomy should have been done in- 
stead of, or along with, the duodeno-jejunostomy 
at the second operation. 

Diverticula of the intestinal tract are by no 
means uncommon’. The regions most often in- 
volved are the colon and duodenum’. The case 
reported presented a widespread distribution 
of the lesions throughout the whole of the small 
and large intestine, although the greatest inci- 
dence was in the duodenum, jejunum, and sig- 
moid colon. They seem generally to be regarded 
as congenital anomalies*. Symptoms of colonic 
diverticula are frequently those of local inflam- 
matory changes. In the duodenum diverticula 
commonly give rise to symptoms suggestive of 
peptic uleer or gall-bladder disease *. Symp- 
toms of intermittent incomplete duodenal ob- 
struction, such as presented in this ease, are 
comparatively rare. When such symptoms do 


occur, however, it seems reasonable to attempt 
operative relief® ® 7, 

The relationship of pernicious anemia and 
similar blood pictures to organic lesions of the 
gastro-intestinal tract has frequently been com- 
mented upon and stressed, especially by German 
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writers®:* 1°11, who report a wide range of in- 
testinal lesions with subsequent development of 
primary anemic blood pictures. Diverticulosis, 
however, is much less frequently mentioned in 
this connection than strictures", fistulae, polvpo- 
sis, and parasitic infestations’®. 

Suprarenal apoplexy is a rare condition in 
adults. Pearl & Brunn'* were able to collect 
twenty cases in the literature since Lavenson’s™ 
study of the conditions in 1908. I am unable to 
find that it occurred as a post-operative compli- 
cation in any of these cases. Neither do I find 
allusion to its occurrence in connection with 
pernicious anemia, duodenal obstruction, or 
diverticulosis. It may safely be regarded, in the 
present case, as an unfortunate accident not due 
to any of the other developments in the ease. 
The diagnosis of this condition has only rarely 
been made in a living patient. The sudden on- 
set, with abdominal pain, fever, and prostration 
frequently lead to an abdominal exploration. 
Sometimes a tumor ean be palpated. Laven- 





with purpura elsewhere) and (5) eases of sud- 
den death. The case under discussion falls into 
the first group. There is no treatment other 
than symptomatic, and the condition is prob- 
ably invariably fatal. It has been suggested 
that partial or unilateral cases may occur, and 
that some of these may survive and recover. 
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THE INJECTION TREATMENT IN VARICOSE ULCERS 


BY WM. A. WHITE, JR., M.D.* 


HE therapeutic injection of varicosities be- 
ean shortly after Pravaz, in 1851, devel- 
oped the hypodermie syringe. During the fol- 
lowing seventy years many eaustie and coagu- 
lating solutions were tried, but the results were 
unsatisfactory, and the complications serious. 
Since 1921. and the advent of better sclerosing 
solutions, enthusiastic investigators in numerous 
clinics have reported thousands of eases, the pro- 
cedure has been accepted, and early conjectural 
objections have been disproved. In their zeal 
to establish this therapy, however, writers have 
barely mentioned its value in the treatment of 
varicose ulcers. O’Neil found that he had a 
method which insured healing in a shorter time, 
and in a more permanent fashion than any other. 
Homans admitted (Nov. 1928) that nothing 
would heal an uleer any quicker than injection. 
Von Meisen, in 1926, claimed 98 per cent. cures. 
We, in the Varicose Vein Clinic at the Boston 
City Hospital, having had opportunity for fur- 
ther observations, feel that the value of injec- 
tion in this uleer group should be emphasized. 
In the past, cases of ulcer cruris have clut- 
tered the surgical and dermatological clinics of 
our public hospitals. The majority has been 
varicose in type. A more or less standardized 
treatment has prevailed, with medicaments, ele- 
vation, support, or active surgery. The last has 
been somewhat prohibited because of the unclean 
field. The results have been uniformly disap- 
*White—Assistant to the Visiting Surgeon, Boston City Hos- 


pital. For record and address of author see ‘‘This Week’s 
Issue,” page 294, 





pointing. Clinie patients found it difficult to 
co-Operate with methods which required time, 
inactivity, hospitalization, and countless details. 
Unless very radical surgery was employed an 
ulcer once healed would reeur, much to the eha- 
grin of both physician and patient. Injection 
offers an efficient remedy, simpler and more 
direct. ; 
Out of the maze of literature there comes con- 
fusion. Many sclerosing solutions, and as many 
techniques, have been devised. The best tech- 
nique is probably the simplest ; and probably the 
best solution is yet to be found. We take pleas- 
ure, however, in offering our method, which we 
know to be both simple and efficacious. It is 
based on our hospital experience with over seven 
hundred and fifty varicose vein cases, a great 
many of which were complicated with ulcers. 
The treatment is based upon the modern con- 
cept of cause and course of varicose ulcerations. 
As has long been recognized, the basie and un- 
derlying factor is the reversed flow of blood in 
varicose veins. MePheeters has recently demon- 
strated this reversal by fluoroscopy after lipiodol 
injections. Few realize, however, that the ulcer 
usually lies on a vein or plexus, and that this 
bed is intimately associated with other varicosi- 
ties. MePheeters has aptly termed these latter 
‘*feeder’’ veins. They may be several, and usu- 
ally lead directly to the ulceration, from above, 
below, the sides, or any spokelike combination. 
The reverse flow of blood causes a congestion of 
fluid in the tissue, owing to unequal pressure 


So ew act at 
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and a loss of balance between venous blood and 
tissue juice. The part becomes water-logged. 
Nutrition is impaired, and resistance to trauma 
and infection is lowered. The immediate injury 
is often trivial or obscure, but necrosis occurs 
and progresses. Large areas of gangrenous 
slough may result. In 1924, W. Lowenfield dem- 
onstrated by cultures that rich and varied bac- 
terial flora are always present. Inasmuch as the 
superficial veins are the most diseased, the skin 
and subeutaneous tissues suffer most. Sooner 
or later the whole leg is affected, as is evidenced 


densely adherent. By the fifth day organiza- 
tion begins with fibroblastic and eapillary re- 
pair. The end result, a fibrous cord, is gained 
in two or three months. 

In our clinic, candidates for injection are ex- 
amined first by the medical department. Their 
interest lies in the heart, kidneys, and general 
circulation. Contra-indications to the treatment, 
however, are few and mainly: acute illness, my- 
ocardial degeneration, and severe kidney disease. 
Causal factors such as diabetes, syphilis, pelvie 





\tumors, infections, ete., should be looked for. 
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by loss of muscle tone, inflammation, phlebitis, 
lvmphangitis, induration, and beginning gan- 
grene. A venous-lymphatic-trophie disturb- 
ance exists. We would emphasize, however, that 
the therapeutic key to the situation lies in the 
‘*feeder’’ veins and their obliteration. 
Investigators now agree upon the mechanism 
and pathology present in the vein following in- 
jection. The solutions used are essentially cau- 
‘terizing agents and irritants. Injected into the 
vein they act upon the endothelial and deeper 
layers, causing chemical inflammation. Sicard 
has termed this reaction ‘‘endovenitis’’ or ‘‘ per- 
venitis’’, in contra-distinction to infectious 
phlebitis. Fibrin is deposited, and an obliter- 
ating clot formed. Two or three days after in- 
jection, the segment of vein appears hard, and is 
sometimes reddened and tender. The clot is 





The only absolute contra-indications are two: a 
previous, deep thrombo-phlebitis or thrombo- 
angiitis obliterans. We postpone treatment for 
several months, however, if there has been a 
recent, superficial thrombo-phlebitis. 

After this medical examination the patient 
comes to the vein clinic. Brief past and present 
histories are taken. He then undresses and 
stands on a platform, both lower extremities are 
examined by inspection and careful palpation. 
We have discarded the Trendelenburg and other 
tests almost entirely. If there is any doubt the 
patient may be made to walk for fifteen minutes 
after his legs have been bandaged so as to com- 
press and occlude all superficial veins. If he 
benefits by the bandaging, he will benefit by this 
therapy. We have devised the accompanying 


chart for recording our findings and treatment. 
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On account of the oedema and induration not 
infrequently present with ulceration, many of 
the veins are invisible. To the uninitiated the 
all-important feeder veins are apt to be entirely 
concealed. They are best located by palpation, 
rubbing or pressing the ball of the thumb over 
what one would expect to be their natural course. 
They are usually felt as flabby, sunken grooves 
or ‘‘soft spots’’. Occasionally an exploratory 
puncture is necessary for making a decision. By 
such methods these essential veins are found and 
injected. The solution will be carried by grav- 
itv into the varices lying beneath the ulcer, 
causing obliteration, and thus expediting an 
early, permanent cure. 

The equipment required is simple. First of 
all, we would emphasize the importance of sharp 
needles and good light. A platform or steps 
eighteen inches high is placed before an exam- 
ining table. The operator sits on a stool. Glass 
syringes, preferably of the lock type, of 2 to 5 
ce. capacity are easy to handle. Short bevel, 24 
eauge, 34 inch hypodermic needles are best. Ster- 
ile gauze, gauze bandages, strips of adhesive, and 
70 per cent. aleohol may be conveniently placed 
on the table to the left of the operator. 

We have tried most of the popular sclerosing 
solutions, but have obtained our best and most 
constant results with Genevrier’s mixture of 
quinine hydrochloride and urethane. 


Quinine hydrochloride 4.0 gm. 
Urethane 2.0 gm. 
Distilled water 30.0 ce. 


The 2 ee. commercial ampoules are satisfactory 
for use in private practice. We favor this solu- 
tion because of its potency, the small amounts 
required, and the minimum discomfort experi- 
enced by the patient. Our second choice is a 
20 per cent. solution of sodium chloride. This 
we use in the rare cases where there is an intol- 
erance to quinine, and during pregnancy, cata- 
menia, ete. The average dose of the quinine so- 
lution is 2 ee., and that of the saline from 3 to 
12 ec. These may be cautiously increased, but 
never more than three such injections should be 
made at a sitting. The beginner will obtain 
good results, however, by using single injections 
of 2 ee., or less, each time. 

We elect as the site of our initial injection a 
prominent varix, preferably just above the 
lesion. Subsequent injections are similarly 
placed, proceeding in general from below up- 
wards, and eventually including the entire saph- 
enous system. After obliteration of the more 
prominent varices, the oedema, eczema and in- 
flammation lessen, making an easier approach to 
the remaining ones. We do not hesitate to inject 
through eezematous skin; we postpone injecting, 
however, directly through inflamed tissues. In 
treating the long saphenous vein above the knee, 
we are cautious because the reaction varies, a 
small amount of solution sometimes causing ex- 
tensive sclerosis. Nevertheless, we do not fear 
the possibility of occluding the femoral vein by 





an extension of the process. This does not hap- 
pen, probably because there is not sufficient irri- 
tation without stagnation or reversed flow. We 
advise destroying only four or five inches of 
vein at a sitting, and this can usually be done 
by a single injection. Our treatments are given 
at weekly intervals. Multiple or more frequent 
injections, while occasionally desirable, often 
cause considerable temporary discomfort. 

Our technique is as simple as our equipment. 
No tourniquets are used; the operator does not 
inject collapsed veins; the position of the leg is 
not changed; the needle is not left in the vein 
for several minutes after injection; and no as- 
sistant is needed. The patient merely stands 
on the platform before the operator, or if it is 
his first injection he may sit on the examining 
table. Psychological reactions, nausea, vomit- 
ing, and fainting, sometimes accompany the first 
treatment. The site for injection is selected, and 
the skin is cleansed by rubbing with an aleohol- 
saturated sponge. The needle, with filled 
syringe attached, is inserted obliquely, point- 
ing upwards, into the vein Often sudden les- 
sening of resistance will notify the operator that 
the point is within the lumen, but in other cases 
he will not know until he is able to draw blood 
into the syringe. It is well not to change hands 
during the procedure, but rather to have the op- 
erating hand and fingers steady the instrument 
after insertion. The solution is injected slowly, 
blood being aspirated repeatedly during the 
manoeuvre. If at any time there is doubt 
whether or not the needle is in the lumen, stop. 
If the patient complains of burning, or if blanch- 
ing or swelling appears, the injection is proba- 
bly extravascular, and should be discontinued. 
Sterile water injected into this same area may 
prevent the development of an injection ulcer. 
Before the needle is withdrawn, firm thumb pres- 
sure on a sterile pad is applied at the site. This 
is not released for an instant, but maintained 
until a firm bandage has taken its place and has 
been secured by adhesive. The patient is in- 
structed to remove the bandage after twenty- 
four hours, or sooner if it is too tight. It is ap- 
plied only to stop bleeding and seepage. He is 
told what he may expect: the vein may become 
lumpy, tender, or reddened. If the condition is 
too painful, he will get some relief from support 
and either heat or cold applied externally. We 
do not recommend that he spare the affected 
part, but on the contrary, we urge him to walk 
and use his leg even more than usual. This will 
help to re-éstablish normal tone, circulation, and 
lymphatic drainage. 

The uleer is usually dressed with>a mildly an- 
tiseptic ointment. One of boric acid, zine oxide, 
or 2 per cent. mercurochrome is satisfactory. 
Dusting powders, such as thymol iodide, and de- 
hydrating agents are often helpful. We do not 
advocate any particular medicament, for there 
seems to be little choice. One should take into 
consideration the condition of the ulcer and its 
stage of healing. No set rules can be laid down. 
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Alcohol, Balsam of Peru, and 10 per cent. silver 
nitrate solution are stimulating. Superabun- 
dant, coarse, hydropic granulations may be 
burned down with a caustic silver stick. If there 
is considerable infection and necrosis, hot, wet 
dressings of weak chlorinated soda or boric acid 
solution are desirable. Over the dressing we 
apply a firm bandage for support. 

Occasionally we have resorted to hospitaliza- 
tion in order to clean up a badly suppurating 
condition before injecting. This is usually un- 
necessary, however. If there is considerable 
swelling of the part, elevation of the foot above 
the level of the pelvis, during sleeping hours, is 
decidedly helpful, as is support from a firm 
elastic bandage during the day. Unna’s paste 
casts, Boynton’s adhesive strips, Nobl’s rubber 
sponge, and countless other methods of giving 
support are satisfactory aids, but in our experi- 
ence, simple bandaging is usually sufficient. Vac- 
cines, bacteriophages, ultra-violet radiation, 
heliotherapy, caleium and parathyroid, cod-liver 
oil, periarterial alcohol injections, ete., are pos- 
sible adjuncts, but rarely indicated. When the 
circulatory condition is corrected or supported, 
the uleer will rapidly improve and ordinarily 
heal by itself. 

Many months are usually required for the 
treatment. All the varicose veins must be de- 
stroyed; all the ‘‘soft spots’’ injected. When 
this is done, and the uleer healed, support may 
still be necessary for many more months. The 
patient should continue under supervision. He 
is instructed to return every few months. Veins 
that have been overlooked may be more evident; 
new varicosities may appear; or old injected 





varices may recanalize. Trauma at the site of 
the healed ulcer requires immediate attention— 
usually support. New veins are readily injected, 
and the condition held in check. 

Uniformly good results predominate. In hos- 
pital practice we deal with a most loyal and 
grateful group of patients. Some relief is usu- 
ally obtained with the first injection; symptoms 
disappear at an astounding rate; and the suf- 
ferer is deeply appreciative of the cure so easily 
obtained. 


CONCLUSIONS 


The injection treatment of varicose veins is 
now very well established. Its use in the treat- 
ment of varicose ulcers should be emphasized. 
The chief causal factor of ulceration is the re- 
versed flow in the veins. ‘The importance of 
the ‘‘feeder’’ veins as the key to treatment is 
pointed out. When these veins cannot be seen 
in the oedematous leg, they may be palpated. 
A detailed review of the simple technique used 
in the Varicose Vein Clinic at the Boston City 
Hospital is given. The after-care and super- 
vision are described. 
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A DIAGNOSTIC PROBLEM 


BY EDWARD J. OTTENHEIMER, M.D.t 


HE ease herewith reported is submitted in 

detail because it proved to be somewhat un- 
usual and in the hope that it may be instructive, 
from the diagnostic standpoint, to both intern- 
ists and surgeons. 


CASE REPORT 


In September 1929, I was called in consultation to 
see a woman, Mrs. A. M.,* a widow of 50. The pa- 
tient was resting in bed and, although she looked 
sick, she was able to give an intelligent account of 
her illness. 

A resident of Willimantic, Conn., an inland city, 
she had gone, in June, to the Connecticut sea-coast, 
where the first four weeks had been spent unevent- 
. fully. However, in early July, she was seized, one 
day, with a violent chill, which was soon followed 
by a very high temperature. She then became nau- 
seated and vomited repeatedly during the entire day. 
For several days thereafter she ran a gradually de- 
clining fever, and on the fifth day she felt entirely 
well and resumed her routine of living. This episode 
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was regarded as some sort of a gastro-intestinal 
upset. 

About a week later, the patient had another severe 
chill, followed by an elevation of temperature and 
vomiting, and again carried a subsiding fever for 
several days. Throughout the months of July and 
August these attacks recurred many times, but at 
intervals which were decidedly irregular. There 
had been two-such attacks thus far in September, 
and she was in the midst of a third at the time of 
the consultation, which was two and a half months 
after the initial attack. 

Aside from the chills, nausea, and vomiting, there 
were no other subjective symptoms, if we except, 
perhaps, a general malaise. She had no pain what- 
ever. She perspired rather profusely while she was 
running fever. She thought that she felt a burning 
sensation in the epigastrium after the vomiting, but 
it soon disappeared since she was careful to take only 
fluids during her febrile period. Despite the spells, 
which apparently were somewhat prostrating, she 


said that in the free intervals she felt quite well. 
She thought she had lost a small amount of weight. 
She had never had any previous similar illness. 
Detailed interrogation to elicit unsuspected abnor- 
mal symptomatology about the head and neck, glands, 
heart, the respiratory, gastro-intestinal, and genito. 
urinary systems, yielded nothing except that she had 
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had a mild cough which, however, had antedated the 
present illness by many years. 

Her family and marital history was interesting 
only in the preponderance of deaths from pneumonia. 

Investigation of her past health gave nothing of 
importance. She had always been extraordinarily 
well. She had never had acute chorea, scarlet fever, 
or typhoid fever. She had never had rheumatic fever. 
There were no surgical experiences in her life. She 
had been constipated for many years and had had a 
great deal of indigestion, which was never severe, 
but often gave her slight distress after eating. Her 
last period was in January, 1929, and she considered 
that she had passed the menopause. 

As she lay in bec she looked rather septic with 
flushed cheeks and moist skin. She was a robust 
woman, weighing perhaps about 165 pounds. Her 
temperature was 101. The sclerae and pupils were 
normal. There were several teeth which looked as 
though they would bear further investigation. The 
tongue was slightly coated but not dry. The tonsils 
were insignificant. There was no thyroid enlarge- 
ment nor any cervical adenopathy. The heart was 
normal in size and no murmurs could be heard. The 
pulse was 120; the blood pressure 145/90. There 
seemed to be slightly impaired resonance at the 
bases of both lungs, and occasional coarse rales could 
be heard without the aid of the auscultatory cough, 
but the breath sounds were normal. The abdomen 
was flat and soft. There were no tender areas nor 
could any masses be felt. The liver, kidneys, and 
spleen were not palpable. Vaginal and rectal exam- 
inations were negative. The knee jerks were nor- 
mal. 


Here, then, was a ease of a middle-aged 
woman who, for two and a half months, had 
been having repeated chills and intermittent 
fever with no subjective symptoms which gave 
a clue to the origin of the trouble. 

Before the laboratory findings are submitted, 
it might be of some interest to point to the pos- 
sibilities which had been considered in this ease, 
and to discuss very briefly the syndrome in 
general. 

Chills and fever of obscure origin are often 
found by the internist in subacute bacterial 
endocarditis, or in a low-grade septicemia re- 
sulting from some focus of infection. Typhoid 
fever, malaria, and influenza must all be ex- 
eluded. Undulant fever has now become suffi- 
ciently widespread to deserve consideration and 
exclusion. Urinary tract infections can _ be 
found readily as a rule, although renal abscesses 
and, in the male, prostatic abscesses, may be 
just as readily overlooked. The Pell-Epstein 
type of malignant lymphoma, although rare, can 
account for wide sweeps of temperature with 
nothing but a mild general adenopathy as the 
abnormal finding. Miliary tuberculosis con- 
ceivably could be at fault. A: deep-seated infee- 
tion either of bone or soft parts might account 
for such a syndrome. 

In this case, the laboratory findings were of 
little more help than the history and physical 
examination. The urine was free from pus. 
The red count was slightly above 5,000,000. The 





differential count was negative except for a pre- 
ponderance of polymorphonuclear leucocytes 
(86%). The white count was 15,000. The 
Widal test was negative. Blood culture showed 
no growth. The agglutination test for undulant 
fever was negative. Plood smears showed no 
malarial plasmodia. X-ray films of the chest 
were not remarkable, although the lung mark- 
ings were considerably increased throughout. 
Films of the teeth showed extensive absorption 
at the root of one incisor, and to a lesser extent, 
at the roots of four other teeth. 

Since the only positive pathological finding 
had been these apical abscesses, a decision was 
reached to advise extraction of the affected 
teeth. Before this could be done, however, an- 
other factor arose which east new light on the 
clinical picture. The patient became rather sud- 
denly but definitely jaundiced. 

The appearance of jaundice led to a reconsid- 
eration of the diagnostic possibilities. It is not 
particularly uncommon for jaundice to appear 
late in the course of a virulent septic process. 
Jaundice is seen at times, also, in typhoid, 
malaria, and influenza, all of which had been 
fairly well eliminated. Jaundice may occur in 
several acute infectious processes, but the pa- 
tient’s illness had extended over too long a 
period for these. Did she have a liver abseess 
or a pylephlebitis? Was the jaundice obstrue- 
tive in character, and if so, was the obstruction 
within the biliary duets or from without ? 

In order to determine whether or not there 
was any obstruction to the common duet, stools 
were sent to the laboratory daily and thev be- 
came more and more clay-colored. On the third 
day, in a small clay-colored stool was found a 
dark brown faceted stone, about the size of a 
marble, which had been passed through the 
common duct without pain. 

The clinical improvement then became rapid. 
The jaundice quickly disappeared, the tempera- 
ture came to normal, and the patient felt very 
much better. She has been entirely well since, 
and has refused to consider cholecystectomy for 
the present. 

The syndrome of chills and fever of unknown 
origin is always a stimulating diagnostie prob- 
lem, and more often than not is met and solved 
by the internist. Surgical conditions giving 
rise to rigors and prolonged septic temperature, 
are, as a rule, easily recognized. 

It is an established fact that a stone in the 
common duet can cause chills and fever from 
the resulting cholangitis. It is also known that 
a stone can exist in the common duct and sub- 
sequently pass through without causing the pa- 
tient the slightest discomfort. To produce, how- 
ever, a syndrome as described above, over a 
period of 214 months, seems somewhat extra- 
ordinary. 
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MEDICAL HISTORY 


EPHRAIM McDOWELL, THE SURGEON* 


BY ELLIOTT C. CUTLER, M.D.t 


T is my happy privilege to speak of Ephraim 
| McDowell. the surgeon, as an introduction to 
the larger topic of Ephraim MeDowell, the man. 
We here tonight are mostly doctor folk; there- 
fore, we know something of this great luminary 
in the history of American medicine. Thus what 
I may say is merely to recall to your minds 
his great work in medicine so that it may fix his 
time and his influence and allow you to appre- 
ciate more fully the intimate story which is to 
follow.t We as medical men hold him in high 
honor as the individual who by a deliberate pro- 
cedure on a patient with an ovarian cyst first 
performed abdominal section with success. This 
procedure was the first stimulus to abdominal 
surgery, and, though it occurred in the days 
before anesthesia and before asepsis, was the 
immediate forerunner of work now done in the 
great field of abdominal surgery. 

Ephraim McDowell lived from 1771 to 1830. 
3orn in Virginia, the ninth in a family of 
twelve, he was soon transported to Kentucky. 
A child during the Revolutionary War, he was 
brought up a frontiersman, a westerner and had 
all the qualities of vigor of mind and body and 
independence of thought which such a life de- 
mands. Moreover, he came of sturdy Scoteh- 
Irish stock and his people were leaders in their 
community. Thus he began life with superior 
advantages. 

Preceded in this country by John Warren of 
Boston, William Shippen of Philadelphia. and 
Wright Post of New York, he was a contem- 
porary of Philip Syng Physick and Nathan 
Smith and was shortly followed by the great 
Valentine Mott of New York and Benjamin W. 
Dudley of Kentucky. Medical schools in this 
country were then in their infancy or about to 
start. Three of MceDowell’s American friends 
and co-students at Edinburgh became leaders 
in this movement,—Brown at Transylvania, 
Hosack at the College of Physicians and Sur- 
geons, New York, and Davidge at the University 
of Maryland. 
~ When he was nineteen MeDowell began med- 
icine as apprentice to Dr. Alexander Humphreys 
of Staunton. We know nothing of this man’s 
education, though his inquisitive nature is re- 
vealed in the fact that he was before the courts 
“on several occasions because of susvicion that 
his students had robbed graves in order to carry 
out dissection. 
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In 1793 and 1794 McDowell was at the Edin- 
burgh School. The second Monro was Professor 
of Surgery, Joseph Black, Professor of Chem- 
istry, and Rutherford, Professor of Botany. 
But probably none of these men gave the voung 
McDowell so much stimulation as John Bell who 
was kept without the University by the faction 
in control at that time. Bell held extramural 
classes to which the students flocked. He was an 
extremely forceful, straightforward man, an 
earnest and able teacher and sure to stimulate 
the frontier type more ‘than the _ polished, 
learned men in the University posts. Moreover, 
Bell was an outspoken man and his eriticism of 
the ecomplaceney and smugness of the University 
kept him in an unfortunate controversy. His 
directness and action and the fact that he was 
probably in the right brought the students to his 
side. He showed special interest in ovarian tu- 
mors and lamented to his students that such 
benign structures should by their size alone 
cause so much misery and so frequently destroy 
life. Here McDowell may have found a special 
stimulus towards his later experience. 

MeDowell did not matriculate. In 1795 he 
was back in Danville and began practice. He 
was almost immediately in great demand and 
though Danville probably counted less than one 
thousand souls he served the whole adjacent ter- 
ritory and often was off one hundred miles to 
see his patients. 

This background gives us an important insight 
into MeDowell’s final accomplishments. With 
an excellent mental and physical inheritance, 
with the independence of people who walk for- 
ward on the frontier of civilization, fresh from 
the direct and brilliant teaching of John Bell, 
he was thrown into a community where he had 
no facilities and where the urgeney of the ap- 
peal in many of his cases must have foreed him 
often to improvise methods of therapy. He was, 
fortunately for himself and for American Sur- 
gery, well beyond the softening influences of 
tradition and the past. He lived a life of econ- 
stant action where he had to make the best of 
whatever came to his hand. Though he held no 
degree, his training was adequate and he knew 
what surgery had done and what the problems 
of surgery were in those days. Particularly be- 
-ause Of his environment but also because of his 
inheritance and training he was less likely to 
weigh in the scales what people had thought 
about problems in the past and thus tended to 
settle his medical difficulties as best he could: 
That he should have been the first to have per- 
formed ovariotomy deliberately is not so diffi- 
cult to comprehend as it may have seemed at 
first glance. The same pioneer type of indi- 
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vidual is seen in Brashear who performed the 
first hip joint operation in the world and in the 
great Dudley, and in Drake and Long. People 
who work alone and upon whom the weight of 
the past sits lightly frequently find it less diffi- 
cult to branch out into new pathways, for steps 
which to very learned minds may be replete with 
difficulties are to them but a logical conclusicn. 


On December 13, 1809 McDowell was called 
to see Mrs. Jane Todd Crawford, who was then 
living some sixty miles from Danville, with the 
result that he came to the conclusion that she 
suffered from a large ovarium. He informed 
the patient of the unhappy outcome which would 
probably result and she appeared willing to un- 
dergo the experimental operative procedure and 
even came to Danville for this procedure. Doubt- 
less MeDowell fully explained to her what peo- 
ple thought of the condition from which she suf- 
fered, that eystic ovaria had been tapped pre- 
viously but that removal was the only real cure. 
We must recall that this was in the days preced- 
ing anesthesia and preceding asepsis. We who 
now work surrounded with every safeguard 
must not think that McDowell did this blindly 
and that he did not know the risks, for he had 
been well taught by excellent masters that to 
open the peritoneum was a hazardous procedure. 
He knew of peritonitis and the frightful conse- 
quences which followed frequently even the sim- 
pler surgical procedures. A perusal of what has 
been written about this man makes it obvious 
that he knew of the risks but that he offered 
operation with the hope that these risks were 
perhaps over-emphasized. He was fortunate in 
that his first case recovered to live some thirty 
vears of happy life. The tumor had a long 
pedicle, the patient had great courage and we 
read in his report that on the fifth day she was 
up making her bed. 


Subsequent cases were operated on in 1813, 
1816, 1817, 1819, 1822, .1823, and 1826. Mce- 
Dowell’s first report in the Eclectic Repertory 
and Analytical Review for 1817 covered the first 
three cases. All of these survived. What ad- 
mirable scientific control he showed in waiting 
seven years to publish his remarkable endeaver. 
I have a photostatie copy of his first paper. 
Three pages! And yet how many have written 
books about less important matters! It has been 
said that McDowell did not realize the value 
of what he had done, but in view of his eduea- 
tion and what we know of his background this 
cannot be substantiated. It is true that he prob- 
ably took such a forward step as a matter of 
course in the development of surgery and there- 
fore he published it less eagerly than a surgeon 
would have who had been brought up and lived 
in a learned university circle. 


The reception of his paper is not a happy 
part of medical history. The copy sent to John 
Bell reached the hands of his assistant. Lizars, 
who not until 1824 gave it to the world and 





then obseured it by setting it in a paper of his 
own which neither gave great credit to MeDowell 
nor furthered the vital purpose of this matter. 
Another attempt to get it into print through 
Philip Synge Physick was unsuccessful, a mat- 
ter which does not redound to the eredit of this 
celebrated man. Its eventual appearance was 
due to the intelligent perception of Dr. Thomas 
C. Janes, Professor of Midwifery in Philadel- 
phia and Editor of the Eclectic Repertory. 
Again in 1819 McDowell appeared the second 
time in print in the same journal on this same 
matter. This was in the form of a letter to the 
editor of the journal and reported two more 
cases and answered some of the criticisms so un- 
justly leveled at his first report. His true con- 
ception of surgery as it should be practiced and 
his wholesome contempt of a certain elass of 
surgeons who do practice it emphasized the de- 
mands of his high standards. 

So much for his great work and the springs 
from which it arose. He was led into his action 
by the exigency of the case and a proper con- 
eept of the state of surgery in his day. He 
earried out courageously and with good sur- 
gery something which his mind told him might 
be done. He was rewarded with suecess. How 
was all this received? One might sum it up by 
saying that his efforts received tardy and ill- 
given recognition. Spencer Wells and the great 
Lawson Tait practically set it aside in attempt- 
ing to give greater credit to Houston who had 
drained an ovarian cyst in 1801. In this ecoun- 
try the news spread slowly, so slowly that Na- 
than Smith of Vermont in 1821 performed the 
same operation, not knowing of McDowell’s 
work. It was done again by A. D. Smith in 
1823, but it was some years before it was even 
considered a rational procedure. I know from 
hearsay, during my years of education in Bos- 
ton, that John Homans, a senior surgeon at the 
Massachusetts General Hospital, as late as 1870- 
1875 was forbidden to do abdominal surgery in- 
cluding ovariotomies because of a hospital rule 
possibly originating with Henry J. Bigelow. 
Homans, being an independent soul, continued 
such operations at other hospitals with suecess 
until his suecesses caused the rule to lapse 
though it has never been rescinded. In France 
Velpeau, Cruveilhier and Malgaigne were all 
opposed to it; Cazeaux alone spoke in its be- 
half. In Germany Dieffenbach as late as 1843 
said that ovariotomy was sheer murder and on 
the continent it may be said that not until the 
great Nélaton in 1861, stimulated by a trip to 
England, returned and supported the procedure 
did it receive wide application. 

In addition to this special and significant work 
McDowell was in every way an excellent sur- 
geon. He was recognized as one of the leading 


lithotomists, performed twenty-three of these 
procedures consecutively without a fatality and 
counted James K. Polk, later President of the 
United States, as one of his patients. 
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As one studies the whole picture of this 


frontier surgeon, his background, his education 
and the circumstances which dictated his daily 
work, one is impressed that he accomplished a 
great step forward merely as a natural part 
of his everyday work. However, it meant a 
creat deal to surgery, for it was the forerunner 
of abdominal surgery. It alone can never be 
given too much eredit, though we today know 
that without anesthesia, without bacteriology, ab- 
dominal surgery could never have gone forward. 
In my reading concerning this whole matter I 
have been struck by how many forward steps 
were made by people far distant from the nop- 
ulous centers and the university hospitals. Take, 
for example, abdominal section for extra- 
uterine pregnancy practiced by John Bard of 
New York in 1759 and by William Baynham in 
1791: take the ligation of the common carotid 
in 1803 by Mason Fitch Cogswell, and in 1807 
by Amos Twitchell of New Hampshire; and the 
complete excision of the clavicle in 1811 by Dr. 
Charles MeCreary of Kentucky; the excision of 
part of the lower jaw by Dr. William H. Dead- 
rick of Tennessee in 1810; the employment by 
Dr. William C. Daniel of Savannah in 1819 of 
extension in the treatment of fracture of the 
femur. From the lives of such bold individuals 


progress has been made and it ill behooves the 
more learned and conservative practitioners of 
our profession to fail to recognize greatness 
merely because it occurs in a relative wilderness. 

Those of you here who may take greater in- 
terest from local color would be interested to 
know that a Mrs. Delano of Chillicothe, Ohio, 
was the last patient McDowell operated upon. 
This patient apparently was operated upon un- 
der a faulty diagnosis, for Daniel Drake speaks 
of seeing her three months later dying and 
greatly emaciated, most probably from a malig- 
nant tumor. 

I have hesitated to delve more deeply into this 
matter since we are to hear now from one who 
has far more accurate and full information than 
is available to others. On behalf of the Pro- 
fession of Medicine in America I am sure I ean 
assure Judge Wilson that his connection, 
Ephraim MeDowell, is surrounded with undy- 
ing fame and glory. We who now practice so 


freely in abdominal surgery can never cease to 


do honor to the man whose course and study 
have made our way so simple and so safe. <As 
for the people whose lives have by his works 
been saved and made comfortable, no one needs 
to speak for them. 





BOSTON MENTAL HYGIENE SURVEY* 


Sponsored by 
Boston Council of Social Agencies 
Boston Health League 
Massachusetts Department of Mental Diseases, and 
Massachusetts Society for Mental Hygiene 


Boston has been noted as one of the important 
mental hygiene centers of the world; in fact, it has 
pioneer in many mental hygiene projects 
which are now accepted everywhere as a matter of 
course. It shares these distinctions with the State, 
whose Hospital system, as is well known, has 
brought upon itself great credit for its many con- 
tributions to mental hygiene. 

It is therefore very fitting that this community 
should decide that it is time to survey its present 
mental hygiene activities, to evaluate them, and to 
determine in what directions these activities shall 
continue in the future. It is well also to give heed 
to the wisdom expressed by some of our leaders that 
with the increasing interest in mental hygiene and 
with the increasing desire to add to current activi- 
ties, any new program, or addition to the present 
program, should be made with due regard to the 
experiences of the past and the carefully ascertained 
needs of the city for a definite period, such as for 
the next ten years. 

The Boston Council of Social Agencies, always 
alert to the social needs of the community, has con- 
sidered this problem, and, as a result of its study of 
the situation, brought this need to the attention of 
the Massachusetts Society for Mental Hygiene and 
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suggested that it make a survey in the interests of 
a well integrated and intelligent program of mental 
hygiene activities. The Society then presented the 
situation to the Commonwealth Fund of New York 
with a request for an appropriation to finance a 
special research staff to conduct such a survey. The 
Commonwealth Fund, we are glad to report, realized 
the importance of the local situation and granted 
$5,000 to make the survey possible. 

In order to make the survey one in which all of 
the leading social and public health agencies would 
take an important part, the Society asked the Bos- 
ton Council of Social Agencies, the Boston Health 
League, and the Massachusetts Department of Men- 
tal Diseases to take part in its administration. The 
following individuals, as representatives of these 
organizations, constitute the Administrative Com- 
mittee which is now directing the Survey; from the 
Boston Health League: Dr. John W. Bartol, Presi- 
dent; Miss Anna J. Haines, R. N., Executive Secre- 
tary; Dr. Richard M. Smith; from the Boston Coun- 
cil of Social Agencies: Mr. Robert B. Stone, Presi- 
dent; Mr. Roy M. Cushman, Executive Secretary; 
Miss Mary Clapp; from the Mass. Department of 
Mental Diseases: Dr. George M. Kline, Commis- 
sioner; and from the Massachusetts Society for Men- 
tal Hygiene: Dr. C. Macfie Campbell, President; Dr. 
E. Stanley Abbot; Dr. Henry B. Elkind, Medical 
Director, and Chairman of the Administrative Com- 
mittee of the Survey; and Miss Doris Van Du Zee, 
Secretary of the Committee. 

The Survey has been fortunate in securing Dr. 
George H. Preston, Commissioner of Mental Hygiene 
of Maryland, as Director. Dr. Preston comes to this 

(Continued on page 281) 
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RECENT PROGRESS IN PHYSIOLOGY 


BY PERCY G. STILES, PH.D.* 


T is easy to select from the program of the 
Thirteenth International Physiological Con- 
eress material which shall fairly illustrate lines 
of active advance. More than four hundred 
papers are listed. The subjects are diverse; it 
is not clear that any restricted field is a par- 
ticular center of interest. The non-mathematical 
student is encouraged by the high proportion of 
qualitative matter. The science is not vet re- 
dueible to graphs and formulae though these are 
well represented. 

Slow Conduction in Nerves.—Erlanger and 
rasser, using apparatus which greatly amolifies 
the indications of action currents in nerve- 
trunks, have shown that a minority of the fibers 
transmit impulses at a surprisingly low velocity. 
While most of the fibers in mammalian nerves 
conduct at 30 to 80 meters per second—the tradi- 
tional rates—others are included in the strands 
which carry their impulses as slowly as 1 meter 
per second. Such fibers are characterized by a 
high threshold. The suggestion is made that 
sensations of pain depend on the stimulation of 
these elements. The lag in transmission would 
readily explain the fact that a blow on the skin 
is felt first as a mere contact and only-later as 
painful. 

The artificial ‘‘Nerve.’’? — Several years ago 
Lillie demonstrated a device which has much 
in common with living nerve. An iron wire was 
immersed in nitric acid of a certain strength. A 
film of oxide formed upon it and protected it 
from further solution. <A slight break in the 
film, as by a seratch, was followed by a disrup- 
tion proceeding along the wire from the point 
thus ‘‘stimulated’’ and then by a re-constitu- 
tion of the shield. The electrical phenomena 
attending these processes were found to be quite 
analogous to those discovered in functioning 
nerve-trunks. The recovery of nerve is extreme- 
ly rapid while that of the coated wire is slow: 
in the language of physiology one has a brief 
and one a long refractory period. 

In its latest form Lillie’s model is made of an 
alloy which regains its original equilibrium 
rather quickly. This has made it possible to 
establish a closed circuit of wire so long that 
when the disturbance has travelled around it 
and arrives at the place of beginning the power 
to conduct has been restored. The propagation 
of the disruption in the surface film becomes 
continuous. This recalls Parker’s quaint exveri- 
ment in which he caused a contraction to encir- 
ele a jelly-fislf until it had covered 450 miles. 
It also appears to illustrate the condition ef 
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fibrillation in the heart, a wandering activity 
which fails to subside because fresh portions cf 
the muscle are always recovering irritability. 

The Brain—The reactions of the thalamus 
have lately received much attention. Bard has 
shown that animals deprived of the higher cen- 
ters but retaining the thalamus present a picture 
of emotional excitement. This seems to indicate 
that the cerebral cortex normally holds the 
thalamic activities in check. Confirmatory evi- 
dence is now afforded by the experiments of 
Fulton. The operation was so conducted as to 
sever the fiber-tracts between the frontal lobes 
and the thalamus in eats. The effect on tempera- 
ment was pronounced. Animals that had pre- 
viously been friendly and playful became in- 
tensely irritable. Even gentle handling pro- 
voked biting, scratching and spitting, with 
bristling of the fur and dilation of the pupils. 
The observation not only supports the view that 
the thalamus is directly responsible for emo- 
tional behavior but also the doctrine of an in- 
hibitory function pertaining to the frontal cor- 
tex. 

Sleep.—Hess of Ziirich has been led to unex- 
peeted conclusions regarding this state. It has 
been natural to hold that sleep is a spontaneous 
slackening of intracranial activities. The alter- 
native conception, supported by Hess, is that a 
definite inhibition is imposed on certain centers 
by others. The technique involved is diffieult 
and peculiar. By an aseptic procedure a pair 
of electrodes is plunged deeply into the brain 
of a cat and left in place. The submerged noles 
are near the boundaries of the ventricles. When 
the animal has recovered from the operation it 
is, of course, possible at any time to apply elec- 
trical stimulation to this locality. 


The apparent result of such stimulation is to 
induce drowsiness and presently natural sleep. 
A collapse or an epilepsy would not be surpris- 
ing but the actual effect is not at all suggestive 
of these. The animal under the influence of the 
current walks to a sheltered corner, curls ep 
and sleeps in what seems a wholly normal man- 
ner. Moreover, it is about as easily waked as 
though the condition were not artificially in- 
duced. Hess does not assert that there is a nar- 
rowly localized sleep center but his work sug- 
gests that the periodic paralysis of the higher 
functions is enforced from below. Moving pic- 
tures shown to the Congress made this research 
particularly impressive. 

The Sympathetic Nervous System.—For some 
years the relation of this department of the 
nervous mechanism to the skeletal muscles has 
been much discussed. The existence of sympa- 
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thetic connections with the muscle-fibers seems 
well established but widely differing claims have 
been made as to the significance of such innerva- 
tion. Britton has now investigated the effect of 
sympathetic section on the glycogen content of 
muscles. His analyses indicate that muscles de- 
prived of sympathetic supply contain less glyeo- 
ven than the controls. The implication that the 
sympathetic system promotes the deposition of 
glycogen in muscle is consistent with the be- 
lief of Orbeli that the influence of this set of 
centers is a conserving one especially promoting 
recovery from fatigue. 

Rowntree has presented a ease history which 
emphasizes another influence of the sympathetic. 
A serious arthritis in a woman was completely 
relieved by excision of the ganglia standing in 
relation to the affected joints. The operation 
was performed in two stages: the first relieved 
the condition in the lower, the second in the up- 
per extremities. The suggested interpretation 
is as follows. The chief cause of the arthritis 
was an excessive vasomotor tone with subnormal 
circulation in the parts. (The affected regions 
were notably cold and bloodless.) With the re- 
moval of the svmpathetic ganglia the arteries 
became atonie and the free circulation estab- 
lished was all that was needed for the correc- 
tion of the trouble. It will be noted that in this 
instance we have to consider the influence of 
the sympathetic on the smooth muscle of the 
vessels, a function long recognized, and not the 
moot question of its relation to skeletal muscle. 

The Carotid Sinus—Heymans has shown that 
this feature of the cranial cireulatorv apparatus 
is significant as a reflex regulator of the cardio- 
vascular system. When the blood pressure at 
this point is raised adjustments are made to 
abate it. The changes tending to accomplish 
this include a degree of cardiac inhibition and 
a lowering of vasomotor tone. These are the 
same reactions which have beeen described as 
resulting from a distention of the aorta. The 
observation of Heymans does not contradict the 
older accounts of the ‘‘Depressor Reflex’’ but 
points to the carotid sinus as a second locality 
from which it can be evoked. The methods 
utilized in this study have been elaborate and 
skillful. To produce pressure changes in the 
cranial circulation without corresponding altera- 
tions elsewhere the head of the dog under in- 
spection has been supplied with blood from a 
second animal. 

Pulmonary Sensibility—The operation de- 
vised by Heymans kas been used by Pi Suier 
of Barcelona in another connection. It has en- 
abled him to detect clear signs of a chemical sen- 
sitiveness in the lungs. Hitherto it has not been 
easy to separate the effects of gases in contact 
with the alveolar epithelium from the reactions 
produced by the arrival of blood influenced by 
these gases at the centers. The cells of the 
medulla are responsive to the slightest changes 
in the gaseous composition of the blood. Henee 
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it is only when the nature of the blood is main- 
tained rigidly constant that the results of chem- 
ical stimulation within the lungs ean be dis- 
closed. 

In the present study a dog’s head is supplied 
with blood of unvarying composition from the 
body of another. If now the lungs of the first 
dog are insufflated with a gas mixture high in 
carbon dioxide, increased respiratory movements 
are manifested by the muscles of the head. 
Chemical stimulation has been brought to bear 
upon the sensory endings in the lungs and af- 
ferent impulses have reached the medulla. This 
is shown to be the correct explanation of the 
response by the facet that when the vagi have 
been cut it is no longer possible to induce the 
movements. One is left with the impression that 
the centers are far more subject to the changing 
character of the blood reaching them than to 
these peripheral influences. 


Carnivorous Men.—DuBois and his colleagues 
brought before the Congress an account of ex- 
clusive meat feeding for a year on the part of 
two men. The subjects had been engaged in 
Arctie exploration and were familiar with Es- 
kimo living. During the experimental period 
they ate a variety of meats and meat broths; 
the only article of vegetable origin in their ra- 
tion was tea. This diet was deficient in ealetum 
and produced markedly acid residues. The 
daily protein amounted to 100-135 grams, the fat 
reached 175-250, the carbohydrate was only 
d-10. After a slight initial loss limited to the 
first month of the regimen the weight remained 
uniform. 


Though there were progressive losses in eal- 
cium and phosphorus no disorders due to these 
deficiencies were noted. There was a detectable 
acidosis evidenced by the constant presence of 
acetone bodies in the urine but this did not en- 
tail any depression of health. The basal meta- 
bolic rate was rather low. Previous trials have 
shown that the attempt to consume such large 
quantities of fat often leads to severe acidosis 
and that the diet frequently becomes intolerable 
after a short time. The success of the pres- 
ent experiment may depend in part on train- 
ing. We must also bear in mind the fact that 
surplus protein is a source of sugar within the 
body. Carbohydrate originating in this way 
helps on the oxidation of fat. 


Loss of Gastric Juice——It has been shown by 
Dragstedt and Ellis that total loss of gastric 
juice from the body of a dog is soon fatal to 
the animal. In preparation for the trial the 
esophagus was united with the duodenum. The 
entire stomach was then made to drain to the 
exterior while retaining its blood- and nerve- 
supply. Death, in the absence of palliative treat- 
ment, occurred in five to eight days. It was un- 
doubtedly due primarily to the depletion of the 
bodily store of chlorides. This is evident from 


the fact that life could be much prolonged— 
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even to 76 days—by intravenous injections of 


Ringer’s solution. 

A surprisingly large quantity of chloride may 
be lost to the system in gastrie juice. The iso- 
lated stomach of a large dog has been found 
to secrete in 24 hours from 1 to 2 liters of a 
hydrochlorie acid solution rated as 0.5 per cent. 
A simple calculation shows that the chloride 
thus removed is 2 to 3 times the amount as- 
sumed to be present in the blood. The tissues 
must therefore be drawn upon. At the same 
time the loss of so much acid throws the bal- 
ance to the other side and a pronounced alkalo- 
sis is a feature of the condition. Toward the 
last there is a marked renal failure. The scale 
of acid production as carried on by the cells of 
the gastrie glands appears more remarkable than 
ever. 

Vegetable ‘‘Milk.’? —Much interest was 
aroused by the report of Tso respecting the sne- 
cessful feeding of Chinese babies with a milk 
substitute. Seareity of animal food in the 
region had acted as the necessity which became 
the mother of this invention. The fluid was ex- 
pressed from water-soaked soy beans. The pro- 
teins proved to be adequate for sustaining health 
and growth measuring up to accepted normals 
in six young infants. About half the calories 
were furnished from the beans. The rest were 
supplied in cane-sugar, starch and eod liver oil, 
the latter with cabbage water reinforcing the 
vitamin supply. Calcium lactate and sodivm 
chloride were also added to insure a proper 
mineral content. 

High Frequency Sound Waves.—Harvey of 
Princeton has made a study of a new form of 
vibratory energy which ean be brought to bear 
for experimental purposes on cells and tissues. 
The waves in question are described as ‘‘sound’’ 
but they are far too rapid to be audible. In fact 
their rhythms are of the order of 300.000- 
2,500,000 per second. They are obtained by set- 
ting in vibration at these prodigious rates a 
quartz crystal which reproduces the frequeney 
of the current reversals in an electrical oscil- 
lator. These waves ean be transmitted bv the 
medium in which the erystal is immersed. Their 
mechanical effects are remarkable. They can 


cause drops of water to be dissipated as fine 
mist. 


Generally, as one might expect, such vibra- 
tions are destructive to protoplasm. They have 
been found to rupture the chloroplasts in certain 
plant-cells. In a similar way they may cause 
laking of blood. Small fishes have been killed 
by the waves and the evidence has pointed to 
hemolysis and ruptured gill-membranes as im- 
mediate causes. Sterilization of bacterial exl- 
tures by this treatment is another possibility. 
Tissues sufficiently rugged to escape fatal effeets 
have been stimulated by the waves. Resting 
heart-muscle has been set to beating and the rate 
of the auricle has been accelerated. 

Toxicity of Animal Secretions for Plants.— 
Macht has opened a new and unlimited field 
which may be suggested by this caption. A 
ereat part of pharmacology has always consisted 
in an account of animal reactions to drugs of 
vegetable origin. Little attention has been given 
to the reciprocal matter: the reaction of plants 
to substances formed in the metabolism of 
animals. The sensitiveness of plants to some of 
these products-is far greater than most of us 
would have anticipated. Yet it is probably 
what should have been expected. Macht has 
made use in most eases of the growth of various 
seedlings and has found in this an important 
eriterion. Other features of plant growth and 
behavior have furnished supplementary evi- 
dence. 

The present value of these studies is not, of 
course, in discovering means for the treatment 
of plant diseases. It lies in finding differential 
tests with plants as reagents for the purpose of 
diagnosing metabolic disturbances in animal and 
human subjects. The results already attained 
are amazing. Thus it has been shown that dur- 
ing menstruation not only the blood but such 
secretions as milk, saliva and sweat have a toxic 
action on plants not characteristic of them at 
other times. The blood in pernicious anemia is 
distinguishable from normal blood and even 
from blood in secondary anemia by its poisonous 
influence on plant life. It is announced that the 
blood in leprosy has a toxie quality not observed 
in the blood of tuberculous patients. 


Note: Abstracts of all the papers cited are to he 
found in the “Communications to the Thirteenth 
International Physiological Congress” reprinted as 
the October (1929) number of the American Journal 
of Physiology, Vol. XC. 





BOSTON MENTAL HYGIENE SURVEY 
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important task with a background rich in experi- 
ence in community as well as in the institutional 
aspects of mental hygiene activities. 
his medical 


He received 
training at Johns Hopkins and the 
Henry Phipps Psychiatric Clinic. He had valuable 
experience as psychiatrist in the Army from 1917 to 
1920. He was then asked to organize the Georgia 
State Training School for Mental Defectives, of 
which he served as Superintendent from 1920 to 





1924. Following this, until 1927, he was Psychiatrist 
in charge of the Child Guidance Clinic of Richmond, 
Virginia, and for a short period, Executive Secretary 
of the Maryland Mental Hygiene Society. He has 
been Commissioner of Mental Hygiene of Maryland 
since July 1, 1927. 

Dr. Preston, who is able to give only part time to 
the Survey, will have the assistance of a full-time 
psychiatric social worker. The Survey will com- 
mence on February 24 and will terminate October 
24, with the months of July and August omitted, and 
its office will be that of the Massachusetts Society 
for Mental Hygiene. 
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NEW HAMPSHIRE MEDICAL SOCIETY 


PRESENT STATUS OF MEDICAL ECONOMICS* 
BY H. SHERIDAN BAKETEL, M.D.} 


HEN I joined the New Hampshire Medical 
Society in 1896, the physician was sup- 
posed to have no particular knowledge of the 
business side of his profession. He entered the 
practice of medicine direct from the medical 
school, or from the hospital, and had no oppor- 
tunity whatsoever to observe business practice. 
For many years thereafter this condition of 
affairs continued. Indeed, it was not until 1915 
that the idea of teaching the Economies of Med- 
icine to medical students occurred. 

When your speaker assumed the duties of the 
Professorship of Preventive Medicine and Hy- 
siene in The Long Island College Hospital in 
1915 he was tremendously inspired with the 
earnestness and sincerity of the teaching staff 
of that institution in inculeating medical facts 
and wisdom into the students. He was further 
impressed by the observation that, as of yore. 
the young physician was being turned out in 
blissful ignorance of the basic principles of the 
business end of his profession. 

He decided, therefore, to utilize some of the 
time set aside for the teaching of preventive 
medicine for the enlightenment of senior medi- 
eal students on business subjects. This course 
was pursued for several years, and was a part 
of the activities of the Department of Preventive 
Medicine. As young physicians went out from 
those halls with a better idea of the solution of 
business problems which come to their attention, 
the knowledge of this course became more wide- 
spread. I was asked by members of other medi- 
eal faculties to present them with the subject 
matter of my discourses. Meanwhile, our own 
lectures had been dignified by inclusion in the 
catalogue as a definite course, rather than as a 
part of the lectures on Preventive Medicine. 

During my service in the Army during the 
World War, I came in contact with a gentleman 
with whom I discussed the possibility of pub- 
lishing a medical journal devoted to the business 
side of the practice of medicine. Such a journal 
would, we realized, involve the expenditure of 
a great deal of money and much effort, but this 
matter was pursued to a successful conelusion, 
and in 1923 Mr. Lansing Chapman and I 
launched the journal, Medical Economics. 
‘The growth of this little publication has been 
phenomenal, and we feel that it has been a very 
important factor in arousing the economie con- 
sciousness of the profession. Circulating, as it 
does, among practically 125,000 physicians, it 
carries to them each month the very latest 
thoughts along economie lines. Its welcome has 

*Read before the Annual Meeting of the New Hampshire 
Medical Society, May 28, 1929 at Manchester. 

+Baketel—Professor of Preventive Medicine and Hygiene, The 


Long Island College Hospital, Brooklyn, N. Y. For record and 
iddress of author see “‘This Week’s Issue,” page 294, 





been hearty and enthusiastic, and I eannot but 
feel that the publication has contributed much 
to the everlasting benefit of medical practi- 
tioners. 

Times have changed since I joined the New 
Hampshire Medical Society. In those days. had 
we even considered the discussion of business 
subjects at the annual meeting of the Society, 
we would have been regarded as unethical in 
the extreme, and might have been subjects for 
society discipline. In those days the doctor was 
what his title indicates, a teacher. He was the 
leading factor in the community in which he 
practised, and his advice was sought on a va- 
riety of subjects entirely foreign to the prac- 
tice of medicine. 

Then the cults had no place in our cities and 
towns. People regarded the physician as the 
last word in medicine. With the change of the 
times and customs there has necessarily been a 
change in the regular practice of medicine. It 
would be unbecoming for the medical profession 
to calmly regard itself in the same condition it 
was 100 years ago. 

When electricity became popular we worried 
over the unfortunate condition of owners of gas 
stocks. Manufacturers of gas who had been 
furnishing that commodity for lighting through 
many years lost no time in devising other meth- 
ods of utilizing gas, and today gas stoves, gas 
furnaces, and the like, are monuments to the 
industry, and foresightedness of gas executives. 

Medical men recently found themselves in the 
position of the gas companies. They realized 
that the practice of medicine as formerly carried 
on was becoming out of date. The far-sighted 
men in the profession reached the conclusion 
that the acme of service to patients included not 
only the treatment of those patients when they 
were ill, but the prevention of disease. Indeed, 
as Dr. George E. Vincent said at the meeting of 
the Tri State Medical Association in Memphis 
last year—‘‘It is to be hoped that the new réle 
of the practitioner as periodic health examiner 
and counsellor in personal hygiene will be in- 
creasingly recognized by medical schools, by 
medical societies, and by individual doctors. 
When physicians are paid for keeping people 
well, new sources of income will more than make 
up for the inroads of preventive health work.’’ 

Dr. Vincent further declared that among 
other changing situations to which the physi- 
cians of the future must adjust themselves is 
‘‘the reduction and even elimination by public 
health work of diseases like typhoid and malaria, 
which once gave doctors fair incomes.’’ 

The idea of periodic health examinations has 
spread like wildfire. Indeed, it seems to be fur- 


ther advanced in the minds of the laity than by 
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the medical profession. The Saturday Evening 
Post, which has done so much for the advance- 
ment of the prosperity of our people, says: 

‘‘The richest and the least-worked mine of 
health, happiness and potential wealth lies in 
the field of preventive medicine. The achieve- 
ments of modern medicine during the past 
thirty or forty years may be fairly called stu- 
pendous; and yet so much remains to be done 
for the organized conservation of health and life 
and physical well-being that the battles of the 
future press harder for attention than the viec- 
tories of the past... . 


‘Tt is a lamentable fact that the rear guard of 
medical practice is still ten years behind the van 
of medical science. Preventive medi- 
cine should begin in the home. It should start 
with the habit of having periodical medical ex- 
aminations, two or three times a year for young, 
old and middle-aged, annually for those in their 
twenties and thirties. Every young mother 
should have authoritative knowledge of the milk 
and water supplies that come into her home. 
She might very well read one of the excellent 
health magazines published for non-medical 
readers. She should have first-hand aequaint- 
ance with the sanitary conditions of the schools 
her children attend. The habit of reporting to 
local officials every menace to health observed 
would keep them on tiptoe, for it would be evi- 
dence of popular interest in their work. 


‘Good housekeepers and good mothers are 
natural health officers. They can do a world of 
good by familiarizing themselves with the health 
work done in the public schools and seeing that 
it is adequate in scope and thoroughness. Their 
husbands can preach the extension of preven- 
tive work and use their influence to secure suita- 
ble appropriations for state and local activities. 
Newspaper editors have at their command an 
inexhaustible supply of important material bear- 
ing upon local sanitary conditions and the 
character of public-health measures. 

‘‘Tf these things are worth while preventive 
medicine is worth while, for it keeps disease 
out of the system when it can and checks its 
first inroads when it must. With nine extra 
years of life going begging, such matters are 
worth thinking about.’’ 

Thus we observe signs that the people are 
ready for preventive health work. They desire 
to assist in the promulgation of anti-diphtheria, 
anti-searlet fever, and anti-disease campaigns 
of every sort. They are beginning to realize 
that as the physician adopts this new method of 
preserving the health of the community, he 
must, at the same time, adopt new methods of 
the conduct of his professional work. 

In a talk on medical economics, one realizes 
that the field is so wide, that in a brief discus- 
sion we ean only touch the high spots. Doctors 
have long been notorious as poor business men. 
Many of them send out their bills intermittently, 
collect poorly, and invest unwisely. It is the 





duty, therefore, of those who are advancing the 
ideas of the introduction of modern business 
methods into the practice of medicine to bear 
down upon the necessity of the carrying out by 
the physician of those fundamentals of business 
which characterize the suceessful man in any 
line of endeavor. This involves the keeping of 
proper clinical records of every ease, a proper 
financial statement of the patient’s indebtedness, 
the forwarding of bills on the first of every 
month, and the following up of such bills by 
usual collection methods. There is further the 
discarding of old furniture, inept pictures and 
decorations and worn out appurtenances in the 
physician’s office, with a substitution of up-to- 
date instruments, accessories, and furniture. 

We go further still. The physician should 
keep abreast of the times; he must purchase new 
books every year, read standard medical jour- 
nals, be a member of his county, state, and na- 
tional medical societies, and go to the meetings. 
It is his duty to take some time off annually for 
post-graduate study, even if he can devote no 
more than a week to an intensive review of the 
advanees in the various branches of medicine as 
they are taught in post graduate schools in our 
larger cities. 

A duty of medical economists is to advise the 
physician regarding his investments. It is com- 
mon knowledge that the names of many medical 
men appear on the ‘‘sucker’’ lists, of some of the 
fly-by-night bucket shop operators, and alleged 
financial houses in the big centers. This custom 
has grown because physicians accept as facts the 
statements in the fanciful advertising matter, 
and make no investigations. Just as the physi- 
cian should be consulted by the layman on 
everything pertaining to health, so should the 
banker be consulted by the physician, and every 
other potential investor, regarding investments. 
If the doctor will place his surplus cash with 
his bank for investment, we shall have no need 
of homes for indigent physicians. 

The point is raised that it is very difficult to 
collect bills, because the physician has no oppor- 
tunity for carrying out that type of work, and he 
hesitates to turn bills over to ordinary collection 
agencies. The physicians of Manchester have 
demonstrated their farsightedness by organizing 
a credit bureau, and they stand out, therefore, 
as one of less than a dozen medical groups in 
this country which have advanced to that point. 
The result is that the medical men of New Hamp- 
shire’s largest city have a bureau which is func- 
tioning very effectively, and with the least 
possible offense to debtors. I believe it would be 
possible for the physicians of the entire state 
to employ the services of this bureau, and thus 
be in a position to collect the money to which 
they are entitled. 

Verily, the laborer is worthy of his hire, and 
no man more so than the physician. The day 
has passed when the patient can put aside the 
doctor’s bill and say that he will pay it after 
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he has paid every other bill. The people are 
being made to realize that the medical man must 
meet his financial obligations monthly, as every 
other citizen is compelled to do. The landlord, 
the butcher, the baker, and the ecandle-stick 
maker, to pay their obligations, must be paid in 
turn. The physician is no exception to the rule, 
and one of the great lessons which is being 
learned by the medical men today, through the 
advancement of this subject of medical eco- 
nomics, is that he earns what he earns and he 
must collect what he earns. These credit bu- 
reaus are making that fact known to the gen- 
eral public. We believe the time is not far dis- 
tant when there will be a national federation of 
medical credit bureaus which will function so 
carefully that the ‘‘dead beat’’ will be compelled 
to go without medical treatment. Physicians 
will always treat the worthy poor, as they have 
in the past, but the doom of the man who ean 
pay his physician’s bill and will not, is sealed. 

We hear much today regarding the passing of 
the general practitioner, particularly the coun- 
try physician. We know that there are many 
towns in the state of New Hampshire formerly 
supporting physicians, which are now without a 
resident medical man. The automobile has 
played a very distinct part in making it possible 
for doctors to locate in the larger places, and 
still cover the country practice effectively and 
promptly. Some people seem to feel that they 
will get better attention if they employ town 
or city physicians than if they stick to the doctor 
who continues to practice in the country. Al- 
though this is to a large extent a fallacy, the 
fact nevertheless remains. I have been told by 
men practicing in small places that they are 
developing a condition expressed by that very 
hackneyed phrase ‘‘an inferiority complex’’. 
They do not feel that they have the time or 
means to go to the larger centers for post-grad- 
uate study, nor for fitting up their offices with 
the latest appurtenances which would permit 
them to give the various kinds of treatment 
which are now in vogue. Consequently, they slip 
back and do not give their clients the type of 
treatment which these people know they can get 
from town physicians. I believe that if this 
inferiority complex does exist it can well be over- 
come in the state of New Hampshire by the 
establishment of a group of medical men who 
can go into the various county seats and possibly 
back further into some of the smaller towns, and 
give physicians who might congregate there in- 
tensive lectures and demonstrations on newer 
methods of diagnosis and treatment. 

If the people of Blankville, Union County, 
N. H., learn that Dr. A. of Coneord, Dr. B. of 
Manchester, Dr. C. of Nashua, and Dr. D. of 
Hanover, outstanding men in the medical pro- 
fession, are coming to Blankville for the pur- 
pose of lecturing on the latest methods of the 
practice of medicine to the doctors in all that 
surrounding country, the local doctors will im- 





mediately assume a different position in the 
minds of the people of the entire country side. 
They will begin to see that it is not necessary 
for them to send for the town or city physician, 
or to drive by the country doctor’s office to the 
office of the medical man in the larger places, be- 
cause they will know that their own doctor is 
being instructed in the ways of treating them 
exactly as they would be treated if they went 
to the more important centers. 

Nothing succeeds like success. Put a good suit 
of clothes on a tramp and he immediately throws 
his shoulders back and walks down the street 
with a new sense of his own importance. 

Give the physician, if there be such, who is 
suffering from the feeling that his town con- 
freres possess information which is not his, the 
same type of knowledge, and he will assume a 
new attitude and will demonstrate to the people 
that he is quite as capable of attending to their 
wants along 20th century lines, as are other 
men who have the advantage of hospitals and a 
more elaborate medical equipment. 

There are in this state medical men, some of 
whom I see in front of me, who have been so 
eminently successful in the practice of medi- 
eine, that they have been able to retire from the 
larger part of their activities. I believe it would 
be a wonderful thing for the physicians of New 
Hampshire, and for the people in this state, if 
these men could be induced to form what I am 
pleased to call a ‘‘medical team’’ and go about 
in the smaller districts from Coos to the sea, 
instructing their fellow practitioners in these 
new ideas regarding the practice of medicine. 
Such a service would be of inestimable value and 
the examples set by these gentlemen would have 
a far-reaching national effect. 

I am not at all unmindful of the splendid con- 
ferences which are being held in Hanover. by the 
medical faculty of Dartmouth College. The 
work done there is tremendously important, but 
Hanover is so situated that many of the doctors 
who should benefit by such activity cannot en- 
joy those facilities. If Mahomet cannot go to 
the mountain, the mountain should go to Mahom- 
et, and a medical team, such as I have de- 
seribed, could splendidly supplement the work 
done in Hanover and the hospitals in the various 
cities of this commonwealth. 

Another thought which the New Hampshire 
Medical Society must eventually consider is that 
of the proper type of publicity. There are med- 
ical societies in the United States which are pub- 
lishing in the newspapers of their communities 
advertisements on public health subjects, signed 
only by the name of the society. No individual 
is mentioned in any way. 

I have the honor of being a member of the 
Bergen County Medical Society of New Jersey. 
That society, during the last year, published at 
weekly or semi-monthly intervals a double col- 
umn advertisement in several of the county pa- 
pers. These advertisments discussed various dis- 
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eases such as diphtheria, influenza, pneumonia, 
scarlet fever, advising people as to the preven- 
tion of these and other diseases. They told them 
what to do in the event of the approach of ill- 
ness. 

As a result of this publicity, the people cf 
Bergen County, one of the most populous of 
the trans-Hudson groups, with seventy-seven 
municipalities in its confines, have become med- 
ically minded. They look forward to those ad- 
vertisements with interest. The topics of the ad- 
vertisements are discussed at Women’s Clubs, 
Parent-Teachers Associations, and other groups, 
where women get together. The result has been 
that the physicians of that county are observ- 
ing a different attitude on the part of the people. 

For the season of 1929-30 radio talks will be 
given weekly by different members of the so- 
ciety. Material on public health is being placed 
in drug stores and other places in which 
it ean get into the hands of the people. The 
newspapers are furnished with warnings of epi- 
demies, with the report of medical activity, care 
always being taken to minimize individual ef- 
fort, and to emphasize society strength. 

The county society has a symbol which is ¢ar- 
ried on the stationery of the majority of the 
members, and it is to be found on all the an- 
nouncement cards. In many ways the society is 
impressing the value of proper prevention and 
proper treatment upon the mind of the people 
of that district. In other words, it is attempt- 
ing, with much success, to make these people 
regard health as a precious boon. The society 
has raised the dues a few dollars to each mem- 
ber so that a budget of sufficient amount can be 
established for the payment of this publicity. 

Physicians are also sending letters to their 
clientele advising the use of the periodic health 
examination. There may be a_ booklet like 
that issued by the Metropolitan Life Insurance 
Company, or a card, or some other form which 
emphasizes the necessity of consulting the physi- 
cian at stated intervals, not only on the part of 
the adult, but also the child in order that the in- 
dividual may be kept in perfect physical condi- 
tion. 

The five county societies within the confines 
of the city of New York, are planning to carry 
on a tremendous campaign in November 1929, 
for periodic health examination. Lectures, radio 
talks, booklets, posters, and every other form of 
dignified publicity will be utilized for that pur- 
pose. I maintain that if the many thousands of 
physicians in the city of New York ean, through 
their county societies, put over a campaign with 
such an object in view, a campaign along similar 
lines, but of far more moderate proportions, 
could be earried out by the members of this 
progressive state society of New Hampshire. 

I would like, if time permitted, to talk of 
many more of the opportunities given along 
these lines, such as the publication of county 
or state society and hospital bulletins, of pub- 





lie health lectures before the various men and 
women’s clubs, communications with individual 
patients, both by the doctor’s secretary and the 
physician himself, but I must content myself 
with the hope that I have scattered some seed 
which may bear abundant fruit. 

It is our duty to demonstrate to the public 
the newer methods of the medical service which 
we are capable of producing. No one has a 
ereater opportunity to serve than the medical 
practitioner. The time is ripe for real activity 
and today medicine must use this opportunity 
or ignominiously fail in its duty. 


Discussion 


Dr. WituiAM E. Reep, Nashua: <A lueid dis- 
cussion of such a paper as this is almost an im- 
possibility. There are some things that have 
been deseribed to us and described truthfully. 
The more homelike we make our reception room, 
the better for our patients, and for ourselves. 

Now about an office girl—an office girl is a 
necessity. I found that to be a fact before I 
was hardly paying my board. The office girl 
makes the patient feel at home. She should 
have a certain amount of natural thrift and 
make the patient believe that treatment costs 
money and that drugs should be paid for; and 
she can also give us good ethical advertising 
without telling marked untruths. 

She forwards our bills for us and attends to 
our collections. On my own bill I have printed, 
in small type in imitation of the bills of the 
New Hampshire Public Service Company,— 
‘*Six per cent. interest will be charged on this 
account if not paid within thirty days of date’’ 
and on the other side ‘‘bills are rendered month- 
ly.’’ 

I grew up under a hard teacher, Rufus King- 
man, who has passed away recently, a man who 
periodically made trips down the St. Lawrence 
and to Labrador, operating on the people of that 
country for nothing but as his contribution to 
the practice of medicine. Rufus Kingman 
taught every interne at the Carney Hospital to 
take notes. He would come around and read 
the notes, and if the notes were not full, the 
interne would be called to account, and thus we 
learned to take a concise and careful history of 
each ease. 

About investments—we are all on the sucker 
lists. We know that from the large amount of 
useless mail that loads up our waste baskets. 
Wisdom makes it proper that we should select 
an investment doctor; a man who has had ex- 
perience in investments as we have had in med- 
icine, and we can find reliable men to take care 
of our money so that we can have a competence 
when the time of need comes. 

The care of the doctor himself—I was glad 
to hear the Doctor speak of that. The best ad- 
vertising we get is to let people know that we 
do not care whether they come to us or not: to let 
them know that we must have some time off. If 
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we close our office from Wednesday morning to 
Thursday morning, we do not lose our patients 
because we arrange to have our practice cov- 
ered by some one, on whom we can depend in 
case an urgent call comes in. It inereases both 
business and health to take such vacations; it 
adds to our own peace of mind; and I am sure 
it makes us better able to take care of the larger 
number of patients who come to us because of 
the better work we do when refreshed. 


Now another thing the Doctor spoke of—the 
question of advertising—there is nothing that 
fills our offices more quickly than to have some- 
thing appear in the Boston Herald or Boston 
Post or Manchester Union relating to illness, to 
have published the news that there is an epi- 
demic of influenza or something else——and the 
rebound of that is, that perfectly healthy people 
think that they may have something the matter 
with themselves and they come to you for a 
physical examination. 

[ think it is always ethieal to charge a patient 
for the service vou give him. 

In Nashua we have a fee list; and if a pa- 
tient comes to me, nervous, and with nothing 
else the matter with him, I let him off with a 
two dollar fee; but if that man or woman has 
something else, such as high blood pressure or 
real disease and a test of his hemoglobin or a 
study of the urine or other examination is neec- 
essary, I charge him more than a fee of two dol- 
lars. In simpler words it is my aim to charge, 
in a fair proportion, for the amount of real serv- 
ice that I endeavor to render. 





Dr. ABram W. Mircnetn, Epping: Just as I 
was leaving on a vacation I had a telephone ¢all 
from the Seeretary that he had put me down to 
diseuss this paper, but when I found out I was 
to discuss medical economies, I was dumfounded. 
But I will contribute to the discussion—It is 
said that we doctors buy more gold-bricks than 
any other class of the investing publie, and the 
explanation of that is that as we never get rich 
by practice we go hunting for a short path and 
we get lost. We doctors in New Hampshire feel 
something like the boy who stays on the farm 
while his brothers go to the city. You have 
heard a man who acquired a great reputation 
in going to other lands, and I think it was nice 
of him to come back and tell us how he did it. 
‘| hope this interesting talk he has given us will 
appeal to our conscious and subconscious selves 
and give us some help. 

Speaking about offices and magazines, TI think 
the best thing I have invested in is the Mid Week 
- Pictorial. In practising medicine I do not deery 
science but there is an art in it, there is a trade 
in it. You know that the greatest scholars are 
You know that 


not always the greatest leaders. 





the greatest lawyers do not always win their 
cases. There is a personality, there is a knack, 
there is an art. I believe that the art of hand- 
ling people, both the patient and the rest of 
the community, is an art that is born with the 
successful person. 

This is digressing a little bit—I wish that 
every member could hear what I am about to say 
of our records and bookkeeping: I have just 
sat for three days in the Federal Court at Con- 
cord and saw the distressing results of poor 
bookkeeping. The great trouble was with the 
nareotie records. The doctor only could de- 
cipher them, but that isn’t the thing I am in- 
terested in stressing; what I want to say is that 
six physicians from Massachusetts appeared in 
behalf of the defendant, some of whom had 
treated this addict who was used as the bait to 
the trap. There were six’ men there two suc- 
cessive days who defended our brother in a suit 
for alleged improper action. And I want to pay 
tribute to those men. 

Speaking about doctors not taking care of 
themselves, I was shocked to hear of the deaths 
of five men in May from Manchester to the sea, 
only two of whom were aged men. I believe 
that some of those lives should have been spared. 


Dr. H. SuertpAN BAketTEL, New York, clos- 
ing: When the second speaker got up to talk T 
asked my friend who that young man was, and 
he said it was Doctor Mitchell. And I remember 
him years ago as a man with a heavy beard, and 
I am glad to see that since I have been promul- 
gating this doctrine he has been taking eare of 
himself because he is a doctor of experience. I 
am pleased to hear what he said about records 
because if we keep our records thoroughly, we 
shall gain what we have a right to gain. 





MISCELLANY 


WOODSVILLE, NEW HAMPSHIRE, 
BOARD CLOSES SCHOOLS 


SCHOOL 


The school board of Woodsville, on January 5, 
issued an order closing the graded schools for an 
indefinite period due to the rapid spread of a scarlet 
fever epidemic. The disease had been prevalent for 
several weeks and new cases had continued to ap- 
pear. 





NEW MEMBERS 


Dr. Harry Edward Anderson, Somersworth, N. H. 
Dr. Edwin Delano Lee, Tilton, N. H. 





DEATH 


Dr. Burt W. Carr of the Veterans Bureau, Washing- 
ton, D. C., died at his home, Washington, D. C., 
January 13. 
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CASE 16061 


BETWEEN THE THYROID 
THE XYPHOID 


MerptcaAt. DEPARTMENT 


PAIN AND 


A married American woman seventy-two years 
old entered December 28 complaining of pain 
in the chest of six hours’ duration. The history 
was given by her daughter. 

She was well until fifteen months before ad- 
mission. Then she began to have moderate pain 
starting in the region of the thyroid and radiat- 
ine to the xyphoid, brought on by exertion and 
relieved by rest. At the same time she had dif- 
ficulty in swallowing. Fluoroscopic examination 
of the esophagus was negative. A physician of 
this hospital found that nitroglycerin gave re- 
lief. By his advice she had two months’ study 
in two private hospitals, with electrocardiograms 
and so forth. Since that time she had led a 
sedentary life, and the attacks of pain, which 
had been oceurring two or three times a day, 
now occurred only onee a month or so. Ten 
days before admission during the night she had 
a very severe attack lasting two hours. She 
took two nitroglycerin tablets, with how much 
relief could not be learned. The following day 
she was up and about, although rather feeble. 
Since that time she had had several slight at- 
tacks of pain every day relieved by nitrogly- 
cerin. Occasionally one of the attacks was fol- 
lowed by nausea and vomiting. Early in the 
afternoon of admission she became ill. At six 
o’clock her daughter found her in great agony, 
with pain in the precordium, chest and down 
both arms, more severe and prolonged than any 
previous attack. She was pale, cold and sweat 
slightly. She vomited once and passed urine 
involuntarily. A physician gave a quarter 
erain of morphia without much relief. The 
blood pressure was 80/50. Three quarters of an 
hour later another quarter grain of morphia 
gave complete relief. The blood pressure grad- 
ually rose to 100. 

Two of her children died of tuberculosis with 
heart complications. One was drowned, possibly 
because of a heart attack. ° 

Her past history is negative except for an at- 
tack of typhoid in childhood and a ‘‘nervous 
breakdown’’ following the menopause thirty 
years before admission. Her weight had _ in- 





creased from 160 to 200 pounds during the rast 
year. 

Examination at 9 p. m. showed the skin mark- 
edly pale and dusky gray, slightly moist. Ex- 
tremities cold, with very slight cyanosis. Pupils 
pin point, did not react to light. She did not 
speak. Pulse weak but easily felt in the wrist. 
Radial and apex pulse 80, regular. Heart anex 
very slightly outside the midelavicular line in 
the fifth space.. Pulsation weak. Sounds rather 
distant. No murmurs or friction heard. Aortic. 
second and pulmonie second sound not remark- 
able. Blood pressure 110/80. Lungs resonant. 
3reath sounds vesicular throughout. Through- 
out the whole right side (the patient had been 
lying on the right side for several hours) were 
medium moist crackles, most marked at the apex, 
present also at the left base. No evidence of 


solidification. Movements equal and_ breath 
sounds of equal intensity on both sides. Abdo- 
men normal. Knee jerks not obtained. Very 


slight pitting edema over the tibiae. 

The urine is not recorded. Leukocytes 17,000, 
polynuclears 76 per cent. 

Temperature 97.7° to 102°, pulse 120 to 147, 
respirations 16 to 29. 

The patient’s lungs continued to fill up on 
both sides. Pinkish foam came up in her throat. 
The pulse was rather weak. The respirations 
were Cheyne-Stokes. The morning of Decem- 
ber 29 she died. 


CLINICAL DiscussIONn 
BY RICHARD C. CABOT, M.D. 
NOTES ON THE HISTORY 


I should like to hear a little more about just 
where that severe pain was. Perhaps we shall 
hear later. Its duration of course is of very 
great importance. 

Nausea and vomiting are unusual with angina 
pectoris, but with severer troubles due to ear- 
diae infarction they are not very uncommon. 


NOTES ON THE PHYSICAL EXAMINATION 


That grayish tint of the skin has often been 
spoken of in cases of blocked coronary. I have 
not seen it often enough myself, but it is getting 
to be mentioned in blocked coronary cases just 
like malaise and rose spots in typhoid. 

The pupils did not react to light because she 
had received so much morphia. 

They are looking for pericardial friction, 
which is common in connection with cardiae in- 
faret. 

The leukoeytes and polynuclear count, so far 
as they go, back up the idea of infaret. 


DIFFERENTIAL DIAGNOSIS 


That is a perfectly straight picture, without 
anything out of the way, of cardiae infarction. 
I do not know of anything else seriously to be 
considered. If we have the history straight and 
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the physical examination straight, that is what 
we must assume. I do not see how we can say 
anything except that the coronary artery has 
been blocked. We can only guess as to anything 
aside from that. We can guess she had general 
arteriosclerosis. That may not be true, because 


only the coronaries may be involved. 


But it 


is a good guess, just on the fact of her age alone. 
It is a good guess that she had hypertrophy 
and dilatation of the heart. We have no evi- 


dence of it. 
lungs. 


of the lungs with rales suggest it. 


She may have had edema of the 
The pinkish foam and the filling up 
It is still 


perfectly possible that she had _ pericarditis, 


though no friction rub was heard. 


Pericarditis 


may occur with infarction even when there is no 
friction rub. It is probable that she had an intra- 
eardiae thrombus from this infaret, if it was an 
infarct. We can guess at all these things start- 


ing from the hypothesis of infarction. 


Whether 


anything broke off from that intracardiac throm- 
bus we have no good evidence. If it was sit- 
uated on the right an embolus may have gone 


to the lungs. 


4 A Strupent: Would that have started with 


angina pectoris? 


Dr. Cazor: There is no way of drawing a 
hard and fast line between an angina pectoris 
with early coronary disease that ends up with 
infarct and the pain of the infaret itself. When 
one ceases and the other begins is hard to tell. 

| We generally say that if the attack lasts more 


than a few minutes it is not angina. 


If we are 


right in thinking the disease coneerns the heart 
and not some other organ that we have not con- 
sidered, if we are right in all that, we cannot 


deny it may have been angina. 


A Srvupent: Is the fact that the pain stopned 


after nitroglycerin at all significant? 
Dr. Carnot: No. Later it did not stop after 
morphine, that is after a good fair dose. 


We 


have to balance one fact against the other; and 
from neither of them do we get much help as 


to diagnosis. 


CLINICAL DIAGNOSES 


Coronary occlusion (arteriosclerotic). 


Angina pectoris. 


DR. RICHARD C. CABOT’S DIAGNOSES 


Cardiac infarction. 
t Possibly general arteriosclerosis. 


Possibly hypertrophy and dilatation of the 


heart. 


Possibly edema of the lungs; possibly pul- 


monary embolism. 
Possibly pericarditis. 
Possibly intraeardiae thrombus. 


ANATOMIC DIAGNOSES 


1. Primary disease. 


. Coronary sclerosis with complete old calcified 


occlusion of both coronary arteries. 








2. Secondary or terminal lesions. 


Slight acute pericarditis. 
Edema of the lungs. 
Arteriosclerosis, moderate. 


PATIIOLOGIC DISCUSSION 
BY TRACY B. MALLORY, M.D. 


The autopsy findings are rather surprising in 
view of the history. She had of course coronary 
artery disease. But instead of being the usual 
fresh occlusion of one artery she had complete 
old ealcified occlusion of both arteries. In fact 
both branches of the left coronary showed old 
blocks and there could not have been a coronary 
circulation for a matter of at least one or twe¢ 
vears. There was a slight pericarditis, that is, 
the pericardial fluid was turbid and contained 
numerous polymorphonuclears. There was no 
fibrin however, and there were no organisms. 
The eardiae muscle itself did not show any fresh 
infaret or any sear of old infarction. The heart 
was not hypertrophied. It weighed 340 grams, 
which I should say is normal for a 200 pound 
woman. There was pulmonary edema. There 
was a moderate degree of arteriosclerosis every- 
where, quite marked in the lower aorta and the 
iliae arteries. 

This is the second ease of long-standing com- 
plete occlusion of the coronary arteries with- 
out evidence of infaret that we have had within 
two months. 

Dr. Canot: It seems to accomplish the same 
result. The case seems to point to the advis- 
ability of talking chiefly about the coronary in 
our diagnosis. We should have said ‘‘ coronary 
occlusion, with or without infaret.”’ 

Dr. Mauuory: It is interesting that the 
anginal type of symptoms which she certainly 
had could be produced where the coronaries are 
known to be completely occluded. It seems to 
me as though those symptoms could not rise from 
the coronary arteries themselves. 

Dr. Casot: How do you account for the 
leukocytes in the pericardial fluid ? 

Dr. Mautory: I am not prepared to say there 
was no necrosis of the cardiae muscle. I think 
it will be shown microscopically that there was. 
But I think it will be diffuse throughout the 
heart microscopically, without gross infarction. 

Dr. Casot: The next time we make that diag- 
nosis we will say instead of infarction, ‘‘gross 
or microscopic infaretion.’’ 





CASE 16062 


SUDDEN DEATH AFTER APPEN- 
DECTOMY 


SurGcicaAL DEPARTMENT 


An Irish plasterer forty-two years old came 
to the Emergency Ward December 8. 

Two days before admission he was out of 
doors a long time and thought he caught cold. 
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The day before admission he had a headache 
and some general abdominal pain. He vomited 
a small amount of greenish material. He took 
some pills and an enema with poor results. The 
morning of admission he had much more pain, 
generalized over the abdomen, but particularly 
severe in the right lower quadrant. He vomited 
several times. He took some castor oil the day 
of admission without results. 

His past history was entirely negative. 

Clinical examination showed a slightly over- 
nourished man in no great discomfort. The 
lungs showed a few musical rales that disap- 


CLINICAL DISCUSSION 
BY JAMES C. WHITE, M.D. 


The patient was a previously healthy male 
adult. Being of Irish descent and a plasterer 
by trade he was predisposed to neither racial 
nor occupational diseases. He had been sick 
for twenty-four hours, first with malaise and 
headache, later with pain, generalized over the 
abdomen, which had finally localized in his right 
lower quadrant. Such a story, coincident with 
nausea, vomiting and constipation is consistent 





with acute appendicitis. The physical findings, 





Plate I, Case 16062. 
aorta has been cut across about a centimeter above the aortic 


peared on deep inspiration. There was marked 
spasm on the right side of the abdomen, prob- 
ably voluntary to some extent. There was def- 
inite but not extreme tenderness over Me- 
Burney’s point. Rectal examination, extremi- 
ties, pupils and reflexes negative. 

Urine: specific gravity 1.018, the slightest pos- 
sible trace of albumin, no sugar, sediment nega- 
tive. 

X-ray examination showed the diaphragm 
sharply domed on each side, moving with res- 
piration. The lung fields were essentially clear 
except for a few linear areas of density at the 
left base which had more the appearance of 
artefacts than of abnormalities. 

Before operation temperature 101.8°. Record 
of pulse, respirations and white count lost. 


The pulmonary artery and its larger branches, showing the coiled embolus in situ. 


(The ascending 
valve and the upper segment folded back.) 


which were negative except for spasm and ten- 
derness limited to his right lower quadrant. a 
temperature of 101.8°, and a normal pre-opera 
tive urinalysis, made the diagnosis of appendi- 
citis and the necessity for operation quite 
definite. 

With such a history, a twenty-four hour dura- 
tion of the attack, and the tenderness remain- 
ing limited to the right lower quadrant, one 
might predict that there would be no generalized 
peritonitis. However, individuals react so dif- 
ferently in their tolerance to peritoneal irrita- 
tion that my guess may well be wrong. If he 
were over sixty, he might easily have a general 
peritonitis with these signs. It would certainly 
be unwise to venture any opinion as to whether 
the appendix was found unruptured or lying in 





an area of local peritonitis. The leukocyte 
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count would have been a help, if it had been 


recorded. 

As to prognosis, even in the event of rupture 
with local contamination of the peritoneum, the 
man’s chances should be good, except for one 
fact—he had taken a dose of castor oil. Look- 
ing back over the fatal cases of appendicitis 
during the past seven vears, the majority of 








OPERATION 


Performed two and a half hours after admis- 
sion. Ether. 

On opening the peritoneum an immediate flow 
of thin seropurulent material escaped. The ap- 
pendix was found lying transversely aeross the 
pelvic brim, the tip pointing towards the left 


Plate II, Case 16062. The right ventricle of the heart, showing the bifurcated portion of the embolus passing through the 


tricuspid valve. 


them have been given a large dose of castor 
oil or some other strong cathartic. The result- 
ing increase in peristalsis may be the final straw 
that causes an already distended appendix to 
burst; it certainly is the best way to change a 
local into a generalized peritonitis. 

I do not wish to take up the diagnostic fea- 
tures oj this case in further detail, as it is the 
postoperative course that is of special interest 
for discussion. 


PRE-OPERATIVE DIAGNOSIS 


Acute appendicitis. 





iliac fossa and reaching beyond the midline, 
It was removed without difficulty and its stump 
buried. Considerable pus was found in the pel- 
vis, where a cigarette wick was placed. No 
omentum was seen which could be utilized to 
wall off the infection in the pelvis and the right 
lower quadrant. 
PATHOLOGIC REPORT 

The appendix was swollen, injected, and 
coated with fibrin. There was a ragged perfora- 
tion in its wall, where the lumen was blocked 
by a fecalith. Microscopic examination showed 
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a dense polymorphonuclear infiltration of the 
wall with necrosis of several portions. 


BACTERIOLOGIC REPORT 


Cultures taken from the fluid which was de- 
scribed at operation as ‘‘purulent’’ grew only a 
Gram-negative saprophytic bacillus. 


POSTOPERATIVE COURSE 


Following operation the patient was placed 
in Fowler’s position and thoroughly morphinized 
for forty-eight hours. Fluid during this period 
was given by hypodermoclysis. There was lit- 
tle postoperative vomiting. On the third day 
there was still a moderate seropurulent discharge 
from the wound; but the patient looked well, 
his abdomen was soft and not distended, and 
his lungs were clear. Small amounts of fluid 
were started by mouth. On the fourth day his 
pulse was normal but his temperature which 
had risen to 103° the evening of operation, was 
still 101°. Although his general condition ap- 
peared to be entirely satisfactory, his tempera- 
ture remained elevated as high as 100° with 
but a small daily variation. This state of affairs 
continued until the eighth day, at which time 
he was making an otherwise satisfactory con- 
valeseenee. There was no cough or sputnm; 
swelling and tenderness of the legs, which had 
been looked for, were absent. 

At twenty minutes to twelve, while lying quiet- 
ly in bed, the patient felt a peculiar sensation, 
‘‘something moving up through my insides and 
landing on my chest like a+» of bricks.’’ From 
an apparent! norma’ .v aual he was in- 
stantly metam>”phosed into one in a most eriti- 
cal condition. Fifteen minutes later, when I 
first saw him, he was deeply evanotic, gasping 
for breath, and in great fe: r of imminent death. 
While he was still quite conscious, his extremi- 
ties were icy cold, and a very rapid radial pulse 
could barely be palpated. A hasty examina- 
tion of his heart and lungs revealed no posi- 
tive signs. 

He was given 15 grains of caffeine sodium 
benzoate and immediate preparations were made 
to set up an oxygen tent. Following a sugges- 
tion of Miller and Rogers, while awaiting the 
arrival of the tent we eut across the cephalic 
vein at his elbow. Almost no blood flowed from 
the eut. The oxygen tent had now arrived, but 
just as we were prepared to put the patient into 
it, he gave a convulsive movement and suddenly 
lost consciousness. Although he continued to 
make intermittent respiratory efforts, his heart 
had stopped. Artificial respiration and one 
cubic centimeter of 1 to 1000 adrenalin injected 
into his heart failed to bring back any contrac- 
tion. He was dead within thirty minutes of 
the onset of his attack. 


FurtTHER Discussion 


All of us who witnessed this dramatic series 
of events made the diagnosis of a massive venous 





embolism obstructing the pulmonary artery. 
Coronary thrombosis is the one other condition 
which can give similar symptoms and canse 
such rapid death, but it does not produce ex- 
treme cyanosis. 

This is a classical illustration of the most 
terrible complication of modern surgery. The 
condition occurs typically from a week to a 
fortnight after operation. It strikes with equal 
frequency in any age group over twenty, at- 
tacking male and female with equal frequency. 
It takes place after operation five times more 
frequently than in sick medical cases, follow- 
ing laparotomy far more often than operations 
above the diaphragm or upon the extremities. 
The most distressing part of all is that pul- 
monary emboli kill the clean cases nearly as 
frequently as the septic, and may happen after 
as simple operative procedures as cystoscopy. 
Often they strike a patient with no warning 
whatever as he is feeling perfectly well and 
about to get up. Occasionally there is a mildly 
septic temperature, as in this patient, or a slight 
increase in pulse rate which has not been ac- 
counted for; more rarely a slight swelling of the 
legs. On the other hand, patients who develop 
a frank postoperative phlebitis rarely break off 
massive emboli, as the thrombi in the inflamed 
veins are relatively adherent. According to 
most reports these postoperative catastrophes 
are increasing in frequency. This does not 
appear to be the case at this hospital, but dur- 
ing the past five years in a series of 20,671 op- 
erations there have been twenty-three deaths 
from pulmonary embolus—an average of nearly 
five per vear. 

These thrombi commonly originate in the deep 
veins of the lower extremity and pelvis. Thev 
are usually sterile and are supposed to be caused 
by a slowing up of the circulation in the lower 
extremities and changes in the coagularity of 
the blood, about which little is known. Attempts 
to prevent their formation have consisted in ae- 
tive and passive exercises in bed and in the giv- 
ing of thyroid extract to speed up the rate of 
circulation. The former is difficult to carry out 
on a large scale and has not been successful. 
The latter has been carried out in a large series 
of cases at the Mayo Clinie by Walters, who 
feels that it is of definite prophylactic value. 
For the past year it has been practiced routine- 
ly on the East Surgical Service, while the West 
Service has refrained from its administration as 
a control. To date there has been one fatal case 
of pulmonary embolism on each service. The 
patient reported here was not given it. 

Once the condition has occurred, treatment 
must be instituted with the greatest speed to 
be effective. The most thoroughly tried method 
to date has been the oxygen tent. All who have 
used this therapy believe it to be of the great- 
est value in the borderline cases. Walker and 
Haggard showed that an occlusion to kill an ex- 
perimental animal must affect over fifty per 
cent of the lumen of the pulmonary artery. 
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Miller and Rogers believe that death is then due 
to failure of the right side of the heart and that 
bleeding may therefore be of distinet help. This 
has been tried three times at the Presbyterian 


Hospital in New York and seemed to be of det- 


inite value. In this instance, however, phlebot- 
omy at the elbow yielded practically no flow of 
blood. As the veins in the arm have very effi- 
cient valves, it seems to be questionable how 
much the pressure in the right side of the heart 
can be relieved in this way. In order to do this, 
it may be necessary to cut the external jugular 
vein in the neck. 

Trendelenburg suggested thoracotomy and re- 
moval of the clots from the pulmonary artery. 
While he was never able to accomplish this him- 
self, seven moribund cases have been brought 
back to life in Germany and Seandinavia. This 
has been possible in eases which have had a 
preliminary lesser embolus, enabling them to be 
transported to the operating room and every- 
thing to be ready for instant action when the 
final complete occlusion of the pulmonary artery 
occurred. So far no successful case has been 
reported in the United States. To accomplish 
this everything must be prepared in advance 
and the operation carefully worked out on the 
cadaver. If this had been done it is possible 
that the above mentioned patient could have 
been saved. If a similar ease occurs in the fu- 
ture, we shall at least be prepared to undertake 
this operation. 


CLINICAL DIAGNOSES (FROM HOSPITAL RECORD) 
Acute appendicitis. 
Pulmonary embolism. 

ANATOMIC DIAGNOSES 


(Acute appendicitis. ) 
Appendeetomy with drainage. 
Pulmonary embolism. 


PATHOLOGIC DISCUSSION 
BY TRACY B. MALLORY, M.D. 
The post-mortem examination showed that the 





inflammatory condition in the peritoneum had 
become sharply localized and was draining satis- 
factorily through the sinus tract in the ab- 
dominal wall. The immediate cause of death 
was of course pulmonary embolism. The clini- 
cal history suggested that there were two sep- 
arate emboli, and at autopsy three were found. 
The largest and probably the second one which 
finally caused his death was 31 centimeters in 
length and averaged about one centimeter in 
diameter. On opening the heart it was found 
to extend from the right auricle through the 
tricuspid valve, through the right ventricle and 
the pulmonary valve in turn and finally into the 
right pulmonary artery, where it was coiled up 
in such a way as to block all of the three main 
branches. The second embolus, which I take 
to have been temporally the first, was 19 centi- 
meters in length and varied from 1 to 1.8 centi 
meters in diameter. It was bifureated for about 
one-third of its length. This embolus lay in the 
right ventricle, passed through the pulmonary 
artery and into the left pulmonary artery, 
where one of the two branches occluded the 
ascending and one the chief descending branch. 
Finally, just above the pulmonary valve in the 
main pulmonary artery lying alongside the other 
two masses was a short cylindrical embolus 5 
centimeters in length and 1 centimeter in dia- 
meter. From the appearances of the two larger 
emboli it is possible to reconstruct the conditions 
just before death. Unquestionably the shorter 
and thicker embolus which blocked primarily 
the vessels of the left lung arose from a throm- 
bus of the vena eava, and the bifureation at 
one end proves thrombosis of the iliac vessels. 
The longer and more slender embolus must un- 
questionably have come from one of the femoral 
veins and for that reason must have been the 
second embolus. The third small one I believe 
was simply a broken fragment of the second 
embolus. The right side of the heart was ex- 
tremely dilated, and I think it is probable that 
right-sided heart failure was one of the chief 
factors in his death. 
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WHAT OF 1930? 


A stupy of mortality statistics is important 
as Showing progress in some departments of pub- 
lie health activities and failures in others. This 
latter comment does not mean a reflection on 
scientific medicine in those fields which present 
disquieting statistics but rather failure of the 
people to lend adequate co-dperation to the 
official health bodies. 


In 1927 there was an increase in the popula- 
tion of this country amounting to nearly a mil- 
lion due to the excess of births over deaths. The 
gain was cut down to about a hundred thousand 
last year because of a diminished birth rate and 
an increased death rate. This larger death rate 
is believed to be due in part to the prevalence of 
influenza which assumed epidemic proportions 
in the latter part of 1928 and continued into the 
early part of 1930. 

Part of these unfavorable figures seem to be 
due to the larger number of states in the regis- 
tration area which now includes all but about 
seven million of the inhabitants of the United 
States. 





One cause for concern is found in the small- 
pox situation, for in 1928 there were reported 
38,000 cases of this disease, which as Dr. S. B. 
Woodward has graphically shown is a disgrace 
for any civilized country. 

In those countries where this disease has 
shown an increase, the attitude of the people is, 
we believe, an abundant explanation. 

We will soon see how this state will react to 
the arguments which will be presented to the 
legislature in favor of more effective vaccination 
laws. If the result of the appeal to the legisla- 
ture is disappointing the medical profession will 
have to bear a large share of the blame, for the 
advocates of better laws in this field have never 
had the enthusiastic support of all who believe 
in the wisdom of vaccination. 

The great majority of the people of this state 
employ physicians and the question arises as to 
how consistently the doctors have taught their 
patients the importance of vaccination. 

Another disappointing state of affairs is the 
mortality among parturient women. Why so 
many women die of sepsis, toxemia and the acci- 
dents of childbirth is a question which has not 
been answered, but our obstetrical societies are 
studying this problem and we may confidently 
expect better statistics in the future; but here 
again the laity undoubtedly fails to co-dperate 
in the adherence to the rules covering the hy- 
giene of pregnancy. The medical profession may 
not have met the full opportunity existing in 
more general instruction. 

Tuberculosis in the early adult period of life 
is presenting a challenge to preventive medicine 
which should be met. 

The most serious menace exists in the mor- 
tality of late adult life through the apparent 
increase of the malignant and degenerative dis- 
eases. Cancer and the diseases of the vascular 
system may mean that there must be funda- 
mental changes in methods of living. 

The mortality due to diseases of childhood has 
been materially modified but old age is an in- 
creasingly serious problem. A few more years 
for the workers in the period beyond sixty will 
be of great value to the nation. 

Many health problems have been discussed by 
the Surgeon General of the United States in a 
message to Congress which has inspired an edi- 
torial in the New York Times of January 21, 
1930. Careful reading of these documents will 
be of value to physicians and the laity alike. 





IS EDUCATING NURSES WORTH WHILE? 


To this question there are several answers, 
qualified according to the point of view of the 
respondent. ‘‘Of course’’, replies the hospital, 
‘‘how can we get our nursing done if not by 
pupil nurses?’’ ‘‘No’’, says an occasional physi- 
cian, ‘‘not if they are going to tell me how I 
ought to practice medicine’’. Then there is al- 
ways the cautious person who answers ‘‘ Well, 
that depends on what you mean by edueation’’. 
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Glancing over the nursing situation today, one 
is impressed by the great confusion. This im- 
pression is not dispelled by careful study, and 
there is revealed a situation which may well be 
astonishing to physicians and nurses, most of 
whom individually come in contact with but 
a small portion of the whole field. 

That ‘‘something should be done about it”’ 
has been a conviction held strongly by certain 
professional and lay persons interested in train- 
ine nurses. Concerning what should be done, 
agreement was not reached except that a deter- 
mination of facts should precede recommenda- 
tion of specific change. The Committee on the 
Grading of Schools of Nursing, under the chair- 
manship of Dr. William Darrach, dean of the 
College of Physicians and Surgeons (Columbia 
University) has been making the preliminary 
studies, some of which have been published. 

Mrs. May Ayres Burgess, the brilliant Diree- 
tor of Study for the Committee spoke on 
Nursing Edueation in Boston at the Medical 
Library, on January 29, and presented in- 
formation not hitherto generally available. Mrs. 
Burgess has a remarkable capacity for collecting 
and setting forth evidence, and her point of view 
is especially significant because she is neither a 
physician nor a nurse. The meeting was one of 
considerable importance. 





THIS WEEK’S ISSUE 


ConTAINS articles by the following named au- 
thors: 


NewtTox, Francis C. A.B., M.D. Harvard 
1919. F.A.C.S. Faculty Instructor in Surgery, 
Harvard University Medical School. Senior 
Surgeon, Peter Bent Brigham Hospital. <Ad- 
dress: Peter Bent Brigham Hospital, Boston. 
Associated with him is: 

Buck.ey, Ricnarp C. B.S., M.D. Yale Uni- 
versity School of Medicine 1924. Pathologist to 
New Haven Hospital, New Haven, Conn., and 
Instructor in Pathology, Yale Medical School 
1924-1927. Tlouse Officer in Surgery, Peter Bent 
Brigham Hospital 1927-1928. Junior Associate 
in Surgery, Peter Bent Brigham Hospital 1928-. 
Address: 721 Huntington Avenue, Boston. 
Their subject is: ‘‘Primary Adenocarcinoma of 
the Jejunum with a Report of Two Cases.”’ 


-Page 255. 


Burcess, ALEX. M. A.B., M.D. Harvard 1910. 
Visiting Physician, Rhode Island Hospital. 
Physician in Chief, Department of Tuberculosis, 
Providence City Hospital. Visiting Pathologist, 
Providence City Hospital. Assistant Professor 
of Biology and Chairman of Division of Uni- 
versity Health, Brown University. Visiting 
Physician, Miriam Hospital. Address: 454 An- 
gell Street, Providence, Rhode Island. <Associ- 
ated with him is: 

GorMLy, CuHarutes F. M.D. Tufts College 
Medical School 1909. Visiting Physician, Rhode 





Island Hospital. Consulting Physician, Provi- 
dence City Hospital and Providence Lying-In 
Hospital. Address: 221 Thayer Street, Provi- 
dence, R. I. Their subject is: ‘‘Pneumonia in 
Relation to an Epidemic of ‘Mild’ Influenza, 
with the Report of Three Fulminating Cases 
Apparently Due to Staphylococcus Aureus.’’ 
Page 261. 


Rem, WinuramM D. A.B., M.D. Harvard 1909. 
Assistant Professor of Cardiology, Boston Uni- 
versity School of Medicine. Visiting Physician, 
Massachusetts Memorial Hospitals. Associated 
in Cardiology, Evans Memorial; Cardiae Con- 
sultant to the Newton Hospital and Waltham 
Hospital. His subject is: ‘‘The Treatment of 
Neurosis (Cardiac)’’. Page 264. Address: 510 
Commonwealth Avenue, Boston. 


TAYLOR, GRANTLEY WaAuLpER. A.B., M.D. Har- 
vard 1922. F.A.C.S. Visiting Surgeon, House 
of Good Samaritan. Assistant Visiting Surgeon, 
Pondville Hospital. Assistant in Surgery, Col- 
lis P. Huntington Memorial Hospital, Massachu- 
setts General Hospital and Harvard Medical 
School. His subject is: ‘‘Intestinal Divertieulo- 
sis, Pernicious Anemia, Bilateral Suprarenal 
Apoplexy.’’ Page 269. Address: 264 Beacon 
Street, Boston. 


Waite, WiutuiAmM A. Jr. §8.B., M.D. Harvard 
1921. F.A.C.S. Assistant to the Visiting Sur- 
geon, Boston City Hospital. Assistant Surgeon, 
Massachusetts Women’s Hospital. His subject 
is: ‘‘The Injection Treatment of Varicose UI- 
cers.’’ Page 271. Address: 270 Common- 
wealth Avenue, Boston. 


OTTENHEIMER, Epwarp J. B.S., M.D. Uni- 
versity of Virginia 1922. F.A.C.S. Visiting 
Surgeon, St. Joseph’s Hospital, Willimantie, 
Conn. His subject is: ‘‘A Diagnostie Prob- 
lem.’’ Page 274. Address: 29 North Street, 
Willimantic, Conn. 


Cutter, Exuiorr C. A.B., M.D. Harvard 
1913. F.A.C.S. Professor of Surgery, Western 
Reserve University School of Medicine. Diree- 
tor of Surgery, Lakeside Hospital. His subject 
is: ‘‘Ephraim McDowell, the Surgeon.’’ Page 
276. Address: Lakeside Hospital, Cleveland, 
Ohio. 


STILES, Percy G. S.B., Massachusetts Insti- 
tute of Technology. Ph.D. Johns Hopkins Uni- 
versity School of Medicine. Assistant Professor 
of Physiology, Harvard Medical School. <As- 
sistant Editor, Biological Abstracts. His sub- 
ject is: ‘‘Recent Progress in Physiology.’’ 
Page 279. Address: Harvard Medical School, 
Boston. 


BakeTeL, H. SHerman. M.A., M.D. Dart- 
mouth Medical School 1895. Professor of Pre- 
ventive Medicine and Hygiene, The Long Island 
College Hospital, Brooklyn, N. Y. Some time 
Urologist, Beekman Street Hospital, New York 
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City. Consulting Physician, Westera Miarvland 
Hospital, Cumberland, Md. Peekskits itospital, 
Peekskill, N. Y. Colonel, Medical Reserve Corps, 
U. S. A. His subject is: ‘‘Present Status of 
Medical Economies.’’ Page 282. Address: 155 
Van Wagenen Avenue, Jersey City, N. J. 


— 
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THE DOCTOR’S SADDLE BAG 


LIVES OF THE HUNTED 


A RECENT advertisement by a well-known drug 
firm which has entered the field of advertising 
direct to the public told the pathetic story (illus- 
trated) of the doctor who drove up to a patient’s 
house at 10 P. M. in a snow storm, reached the 
front door, presumably on his hands and knees, 
and apologized cheerfully for being so late. It 
was, in round figures, his fortieth visit that day, 
and he couldn’t help being late. He could, how- 
ever, have refrained from apologizing cheerfully, 
and it is the naive touch of the cheerful apology 
which leads one to cast doubt on the entire 
story. Under the cireumstances apologies were 
unnecessary and cheerfulness was entirely super- 
fluous. 

Professional Pollyannas, of all trying indi- 
viduals, are the most irritating, and the only 
thing which helps us to retain confidence in our 
profession is that the whole story of the well- 
known drug firm was probably born in the 
imagination of an inspired advertising copy 
writer. It is an unquestioned fact that the ad- 
vertising gentry are rapidly annexing all the 
arts of the fiction writers and are certainly due 
to supersede them entirely if matters keep on as 
at present. Both require imaginations of the 
highest order and the former, by our system 
of economies, must be better paid. Look at the 
advertising pages of any magazine—they read 
like a story book; and that, in the final analysis, 
is what they are. 

It was not, however, the advertising profes- 
sion concerning which I intended to make my 
comment. It has received its encomium in these 
columns before this, and fruitful as is its soil 
I had not intended to till it at the moment. Its 
cheerful young doctor happened to furnish a 
peg on which to hang another tale, and it 
seemed at the moment necessary to spring to his 
defence on the matter of cheerfulness. He had 
no business to be cheerful, and I shall insist 
on maintaining, to my dying breath if need be, 
that that was not his state of mind. 

The point which I wish to make is that, of 
his forty calls that day, the peremptory sum- 
mons for five of them had come while he was 
still in bed that morning; five while at break- 
fast; three while in the bath tub; two while 
trying to back his ear out of the garage; one 
from Podunk, five miles to the east, just after he 
had returned from Podunk (five miles to the 
east); one from Toonerville, five miles to the 
west, just after he had returned from Tooner- 
ville (five miles to the west) ; five while’ he was 








trying to eat his dinner; five while at supper, 
and three more after the car had been put up 
for the night. Of these forty calls, at least 
fifteen had been typical hurry ealls imploring 
him to come immediately to see patients who had 
already been comfortably ill for at least three 
days befere the first demand for his services 
went out. Truly, none of Thompson Seton’s 
humanized wild animals appreciated better than 
does the average general practitioner what it 
means to lead the life of the hunted. 

I am often bathed in pathos, and tears are 
brought to my eyes when [I recall the oft-told 
tale of a colleague who was roused from his 
slumbers to visit urgently the home of a dear 
old lady living at some distance in the country 
surrounding the town in which he practised. 
It was winter, the night was bitter cold, and 
the dismal north wind raised whirling eddies 
of erystal snow from the drifts through which 
he passed. He gained entrance to the house 
with some difficulty and found the dear old lady, 
complacent, comfortable and afebrile, sitting in 
bed surrounded by a quilt. ‘‘Doctor’’, she said, 
‘‘T am not sick, but the house is so cold I think 
the furnace needs a little stirring up. Would 
you mind opening the draft and putting on some 
coal ?”’ 

Were I to harbor the thoughts of Sir W. S. 
Gilbert when he wrote the ‘‘Mikado,’’ I should 
also have a list; I do not know who, in the elassi- 
fication of patients, would head it, but prominent 
on it would be the patient who, taken ill in the 
morning, cheerfully anticipates recovery until 
ten in the evening when panie overtakes him and 
he sends for the doctor; the patient who is sick 
for three days and decides on Sunday noon that 
she can go not a minute longer without a visit; 
the patient who ealls at 7:15 P. M. for a nice 
long talk, because she knows the doctor will prob- 
ably be at home then, and with plenty of time 
to answer a long list of questions, and the pa- 
tient who, as one is just leaving the house a 
little late for an appointment—let us say at the 
theatre—exclaims, ‘‘ How lucky I was to catch 
you before you had gone.’’ 

I would not in any way wish to seem churlish 
or neglectful of the great opportunities for 
service which are the doctor’s, or unmindful of 
the responsibilities which he has accepted, but 
it is fair to say that he has one life to live, and 
into it he must condense his comforts and his 
joys as well as his duties. In this he is aided 
by his considerate patients, whom Allah bless, 
at the same time that his inconsiderate ones do 
everything in their power—entirely thoughtless- 
ly-—to kill what joy he may have, and to take 
from him the comforts he has earned. 

Modern life is not becoming less complex as 
time goes on. We live in a constant state of 
being late, fearful lest we become later. It is 
typified by the wrist watch, for we no longer 
have time to remove watches from our pockets 
to see hew late we are; it would be the straw 
that breaks the camel’s back. When the physi- 
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cian finally is elected to the hall of fame, his 
statue should be like that of winged Mercury— 
Wings on cap and sandals, one arm outstretched, 
and on its wrist a strap watch. 
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MISCELLANY 


BLINDNESS ADOPTED 
OF NATIONS 


OF BY 


LEAGUE 


STANDARD 


New York City, February 1—Adoption of a gen- 
eral standard of blindness throughout the world is 
recommended in a report from the Health Organiza- 
tion of the League of Nations received here by the 
National Society for Prevention of Blindness, it was 
announced today by Lewis H. Carris, Managing Di- 
rector of the Society. The recommendation is 
included in a study of the welfare of the blind in 26 
countries. The report from the League of Nations 
states: 

“The very considerable variety of practice and the 
varying standards of the different countries point to 
the desirability of the adoption of some general 
standard of blindness throughout the world, which 
would not only tend to secure a greater uniformity 
in the treatment of the blind but would also be 
valuable from the points of view (1) of comparison 
of statistics of blindness between various countries 
and (2) of showing more precisely the extent of the 
real administrative problem of the blind in various 
countries. 

“It is doubtful how far the adoption of 
uniform definition would be practicable, because a 
change of definition, in countries in which public 
assistance is given to the blind as such, would have 
one of two effects: It would either deprive some 
persons of the benefits which they are now receiv- 
ing or it would involve the public authorities in 
increased expenditures. But if the attempt were 
made, the first step would be to decide how many 
definitions are needed and for what purposes; e.g., 
for census purposes, for educational purposes and 
for the purpose of adults in such matters ‘as train- 
ing and employment and financial assistance. 

“When the administrators have determined for 
what purposes the definitions are needed, the defini- 
tions themselves might be drawn up in relation to 
the medical facts in a uniform way through some 
pronouncement by an international body of eye 
specialists meeting in conference. But, while there 
would be obvious advantages in uniformity among 
different countries in the definition of blindness for 
specific administrative purposes, it seems that there 
must be different definitions for different purposes, 
and that one definition for all purposes is imprac- 
ticable. 


such a 


“In ordinary speech, blindness usually connotes a 
total lack of sight in both eyes, though the ordinary 
man may also regard as blind those who have only 
perception of light, or are unable to find their way 
about. But when administrative action for the wel- 


fare of the blind is in question, it is necessary to 
define blindness with some regard to the disability 
of the blind person in certain defined respects. 


For 


DEPARTMENT 
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of blindness in the case of a 
child must have regard to the extent of his inability 
to receive instruction through normal methods, and 
in most countries the definition of blindness for an 
adult will have regard to the degree of difficulty he 
experiences in undertaking employment in which 
eyesight is required. 

“A number of countries have recognized the de- 
sirability ot two distinct standards and have laid 
down separate definitions for children and adults. 
Others have different definitions for administrative 
and statistical (census) purposes. Even where no 
distinction for different purposes is made in official 
or other definitions, a differentiation is usually made 
in actual practice.” 

For the purposes of the United States census, the 
League of Nations’ report mentions, instructions to 
enumerators in 1920 ran as follows: “Include as 
blind any person who cannot’see well enough to 
read even with the aid of glasses. The test in the 
case of infants must be whether they can apparently 
distinguish forms and objects, and, in the case of 
older persons who are illiterate, whether they can 
presumably see well enough to read if they knew 


how to read. Do not include any person who is 
blind in one eye only.” 
Difficulties are encountered in attempting to ar- 


rive at a total figure for the blind population of the 
world, the Health Organization explains; only a 
rough estimate can be made, especially in view of 
the fact that no general agreement prevails as to the 
exact condition which constitutes blindness. A very 
conservative figure of 2,390,000 is quoted as a 
“probable under-estimate”’ made in 1910, together 
with the statement that other estimates have been 
made up to 6,000,000. In those countries where a 
census of the blind cannot be obtained, it is said. 
the prevalence of blindness is frequently great. 


CONSCIENTIOUS OBJECTOR TO 
VACCINATION 


THE 


* House bill No. 824 on the petition of Howard E. 
Green would, if enacted, operate to permit an un- 
vaccinated child to attend a public school if a certifi- 
cate or affidavit of his parent or guardian were pre- 
sented setting forth that he conscientiously objects 
to vaccination on account of his religious belief. 
This is a clear cut array of a religious belief in 
opposition to a scientific belief. Science and re- 
ligious belief are in this particular matter at war: 
Science to protect the people against suffering and 
possible death and religion to break down the barrier 
of preventive medicine. All who believe in science 
should accept the challenge and enter the lists. The 
great argument is that those most likely to suffer 
are unreasoning and untaught children. 

Society has the right to protect children even un- 
der the care of parents. This ig being shown in 
cases of neglect or improper management. A parent 
or guardian who needlessly exposed a child to avoid- 
able dangers would be held responsible under the 
law. Smallpox is in general an avoidable danger. 

Shall doctors be wanting in stamina when the 
well-being of childhood is in balance? 
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COMPARISON OF DISEASE INCIDENCE IN CONNECTICUT 
WITH 1929 AND SEVEN YEAR AVERAGE MONTH 


ENDING JANUARY 11, 1930, 
So o 
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if. 2 ¢ Ge fg f fd 
Anthrax oo ‘ eo -~ eo ~~ se - 
Cerebrospinal Men. 3 3 2 1 1 3 2 - 2 
Chickenpox 126 150 113 204 129 124 77 165 153 
Conjunctivitis Inf. 2 -' 1 oa 3 - - o 1 
Diphtheria 21 23 12 24 §1 34 33 28 30 
Encephalitis Epid. - - ~ - 1 - 1 “ 
German Measles 6 12 24 31 18 18 13 22 78 
Influenza 9 3 6 12 309 144 297 790 2079 
Keasles 4 19 64 62 263 226 269 420 390 
umps 19 6 12 59 54 14 61 113 68 
Paratyphoid Fever . 1 - ~ os ~ - - 
Pneumonia (Broncho)* 13 21 23 20 50 19 33 58 71 
Pneumonia (Lobar) 36 39 47 37 64 38 42 77 95 
Po liomyel itis 1 1 o> =~ ~ = Zz ae a» 
Scarlet Fever 85 63 84 129 114 52 50 46 50 
Septic Sore Throat 2 - 1 2 2 1 1 4 4 
Smallpox - ~ o ” 7 1 - - - 
Tetanus = - - “ o 1 - - 1 
Trechona = 1 a os - - - - 1 
Trichinosis 1 = mp oe o oo - - oa 
Tuberculosis (Pul.) 32 21 30 25 32 27 19 42 22 
Tubderoulosis (0.F.) 1 3 1 3 3 1 3 3 - 
Typhoid Fever 2 - - oo 2 - 1 - 
Undulant Fever** - - 1 oe - - “ - os 
Whooping Cough 64 24 33 82 81 32 26 21 52 
Gonorrhoea 29 14 35 19 28 26 36 38 21 
Syphilis 33 27 33 43 25 18 31 48 30 


* Made reportable January 1, 1925. 
** Made reportable July 1, 1928, 








REMARKS: No cases of Asiatic cholera, Glanders, plague, rabies in humens and Yellow 


fever during the past seven years. 





A REPORT BY THE PRESIDENT OF THE BOARD 
OF MANAGERS OF THE BOSTON DISPENSARY 


Mr. A. G. Rotch, president of the board of man- 
agers of the Boston Dispensary, in his recent report 
stated that the total expenses for 1929 were $260,- 
443.16 with a total income of $238,870.91. The pa- 
tients only paid $123,688.91. 


All department heads were reappointed and the 
cancer department will be under the following named 
staff: Dr. Harry F. Friedman, radiologist, chief of 
staff; Dr. Hilbert F. Day, surgeon; Dr. A. K. Paine, 
gynaecologist; Dr. Augustus Riley, urologist; Dr. 
John D. Adams, orthopedist; Dr. Joseph J. Skirball, 


ophthalmologist; Dr. H. J. Inglis, oto-laryngologist; 
Dr. Joseph H. Pratt, physician; Dr. Charles M. 
Proctor, oral surgeon, and Dr. William A. Hinton, 
pathologist. 

New appointments and promotions are as follows: 
In the medical department Dr. David Ayman and 
Dr. Mark Falcon-Lesses, promoted to assistant 
physicians; Dr. Maurice O. Belson, appointed junior 
assistant physician. In the department of diseases 
of children, Dr. Abraham Bloom, Dr. Harold J. Free- 
man, and Dr. Ann H. Stewart, were appointed junior 
assistant physicians. Dr. Charles G. Mixter was ap- 
pointed consultant in the surgical department; Dr. 





Walter S. Levenson was promoted to assistant sur- 
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geon, and Dr. Stephen J. Malone was appointed a 
junior assistant surgeon. In the surgical: rectal 
division, Dr. John F. Keane was appointed a junior 
assistant surgeon. 

Five new appointments of junior assistant sur- 
geons were made in the gynaecological department: 
Dr. Nels A. Nelson, Dr. Felicia A. Banos, Dr. Ed- 
ward W. Feeley, Dr. Alexander A. Levi, and Dr. 
Hyman Shrier. In the diseases of the eye depart- 
ment, Dr. F. Heimlich was appointed a junior as- 
sistant surgeon. Dr. Douglas A. Thom was ap- 
pointed consultant in the department of nerve and 
mental diseases, and Dr. Russell L. Splaine was 
promoted to assistant physician in the department 
of dermatology and syphilology. 





THE NEW ENGLAND HEALTH INSTITUTE 
The New England Health Institute, under the lead- 
ership of Dr. George H. Bigelow, Commissioner of 
Public Health of the Commonwealth, will consist of 
clinics, lectures and public meetings. It will be the 
eighth in the series of annual meetings for the 
health workers of all the New England States. 


Full announcement will appear later. 





WEEKLY HEALTH INDEX 


Telegraphic returns from 65 cities with a total 
population of thirty million for the week ending 
January 25 indicate a mortality rate of 13.2 as 
against a rate of 17.8 for the corresponding week of 
last year. The highest rate (26.1) appears for San 
Antonio, Tex., and the lowest (6.4) for Yonkers, N. Y. 
The highest infant mortality rate (235) appears 
for Spokane, Wash., and the lowest for New Bed- 
ford, Mass., which reported no infant mortality. 

The annual rate for 65 cities is 13.4 for the four 
weeks of 1930, as against a rate of 19.2 for the cor- 
responding week of 1929. 





NEW ZEALAND AGAIN BREAKS THE RECORD 


New Zealand, which has so far beaten the world 
in saving the lives of infants, has again broken its 
own record. The census report for 1928 announces 
that the number of deaths oi infants per 1,000 live 
births during that year was very slightly over 36, a 
reduction from nearly 39 in 1927 and from 40 in 1926. 
The infant mortality rate for the birth-registration 
area of the United States during 1928 was 69.— 
U. S. Department of Labor, Children’s Bureau, Wash- 
ington. 





REPORT OF A MEETING AT THE LAWRENCE 
MEDICAL CLUB 


Dr. Walter B. Swift read a paper before the Law- 
rence Medical Club, January 27, on “Speech Signs in 
Disease.” 

Speech is fast becoming a new avenue of diag- 
nosis for somatic, psychiatric and psychological dis- 
turbances. Dr. Swift is introducing speech as a part 
of the routine physical examination. He imitated the 


new speech signs of disease and showed the routine 
spéech tests and how to make them. He demonstra- 
ted the speech examination on patients and made di- 





agnosis based upon speech tests alone. He exposed 
the methods and tricks of pretenders and charlatans 
and emphasized the value of speech knowledge in the 
detection of superior mentality. 

Dr. Swift said in part: “The larger the field of 
tests in diagnosis the more numerous are the signs 
of disease. The field of speech covering brain parts, 
motor and sensory nerves, as well as lung, throat and 
buccal cavities occupies an extensive area, vulnerable 
to disease. Hence the many signs which result. There 
is the scanning speech of multiple sclerosis, the syl- 
lable elision of paresis, the aphasia of hemiplegia and 
the aphonia of the hysteric. These are the old signs 
long established in the science of medicine. There 
are at least ten new ones all pathognomonic of dis- 
ease. There are others soon to be placed in the lit- 
erature. Every doctor should know them. They com- 
prise our mpst complex and valuable recent medical 
advance.” 





ALCOHOL ENHANCES THE DELETERIOUS 
EFFECT OF CARBON MONOXIDE 


Dr. E. E. Free is credited with the statement that 
carbon monoxide exerts a very much more serious 
effect on a person who has imbibed alcoholic liquors. 

Dr. Free cites the opinion of Dr. Argyll Camp- 
bell’s experiments on animals and Dr. Leonard Hill 
of the National Institute for Medical Research in 
London in support of his assertions. 

The explanation is found in the lessened amount 
of oxygen in the tissues of a person who has imbibed 
alcohol thereby adding to the well-known effect of 
carbon monoxide. 

This adds another argument in favor of total 
abstention from alcoholic drinks when one is en- 
gaged in working over, or driving an automobile. 





ANTAGONISM TO THE BOARD OF REGISTRA- 
TION IN MEDICINE 


Senate bill No. 229 on the petition of John J. 
Fleming seeks to prevent the Board of Registration 
in Medicine from inquiring into and interfering 
with the curriculum or management of any legally 
chartered medical school. 

Most medical schools welcome studies of the meth- 
ods and extent of teaching of students. 

A few are unwilling to have their places of busi- 
ness visited by officials or other bodies interested in 
the matters of medical education. They seem to 
prefer to operate behind a smoke screen. They want 
students but they do not want qualified officials to 
be in a position to warn prospective students against 
the disaster of spending valuable years in poorly 
equipped institutions. They try to make the public 
believe that there exists a medical trust which is 
operating to keep out those who are not of this 
alleged combination from competing with the favored 
members. Testimony of students has shown that the 
alluring promises of some schools have not been kept 
and the graduates have found themselves unable 
to secure recognition in all but a pitiable minority 
of the States. A large percentage has been unable 
to secure the approval of the majority of examining 
boards. 
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The faculties of these schools which have not 
been able to secure state recognition have been re- 
peatedly obstructive when states have been asked 
to enact better laws covering medical education and 
licensure. This bill is in harmony with past efforts. 
It should be given leave to withdraw. No one 
should be given the right to practice unless well 
equipped. 





A FLYING SQUADRON OF DOCTORS 


Six American doctors are traveling by airplane 
to Central and South America to present clinics and 
demonstrations in the various cities in the eleven 
countries in the itinerary. 

The group is made up of Drs. William Sharpe, 
Charles H. Gratz and Fred H. Albee of the Pan- 
American Hospital in New York and Dr. George W. 
Hawley of Bridgeport, Conn., Dr. Arnold H. Kegel, 
Health Commissioner of Chicago, and Dr. Alex Ford. 





TEN THOUSAND DOLLARS FOR FREE BEDS IN 
THE HOLYOKE HOSPITAL 


The report is current that Henry L. Russell has 
given ten thousand dollars to the Holyoke Hospital 
for free beds in memory of his mother, Mrs. Robert 
Russell. 





MATERNAL DEATHS IN MASSACHUSETTS 






































*1928 1927 
Puerperal septicemia 123 141 
= albuminuria and convulsions 98 122 
. hemorrhage 86 58 
Other accidents of labor 64 72 
Cesarean section 26 26 
Other surgical operations and 
instrumental deliveries... 4 9 
Others under this title... . o4 37 
Puerperal phlegmasia alba dolens, em- 
bolus, sudden death 46 59 
Accidents of pregnancy 38 30 
Abortion 12 8 
Ectopic gestation 16 15 
Others under this title... . 10 7 
Puerperal diseases of breast i li 
Following childbirth (not otherwise 
defined ) 0 3 
Total 456 486 
Maternal death rate 5.8 5.9 
Infant death rate 64.7 64.7 





(5,118 deaths) 


89 cities and towns in which maternal deaths 
occurred. ' 
The classification used is that of the international 


list of causes of death. 
*From the Annual Report on the Vital Statistics of Massa- 
chusetts. 





SUGAR CONSUMPTION AND DIABETES 


The opinion that the increasing consumption of 





sugar in the United States explains the increase in | 


the number of cases of diabetes seems to be sup- 
ported by the analysis made by Dr. Henry W. Cook 
in a paper read before the recent annual convention 
of the Association of Life Insurance Presidents. 





THE DIRECTORY FOR MOTHER’S MILK 


The annual report of the Directory for Mother’s 
Milk at 270 Commonwealth Avenue states that dur- 
ing the last year 153,804 ounces of milk were sold, 
an increase of more than 21,000 ounces over the pre- 
ceding year. More than half of the milk was sold to 
hospitals, ten in Boston and eleven out of the city. 


The Directory was established for the purpose of 
providing a laboratory where Mother’s Milk might 
be obtained for sick and premature babies and those 
needing human milk in order to become strong, 
healthy children. The Directory, however, serves a 
two-fold purpose. Over $11,000 was paid last year 
to mothers for their milk supply, this new source of 
income being more than welcome. 


The private charge for an ounce of milk is 30c, 
but no family is ever refused because of lack of 
funds as the Directory maintains a sliding scale of 
prices. 

The Boston Directory for Mother’s Milk founded 
in 1910 was the first institution of its kind in Amer- 
ica but in the last twenty years laboratories in New 
York, Detroit, Los Angeles, St. Louis, Hartford, and 
Pittsburgh have been established. A letter from the 
latter stated, ‘“‘The standard of the Boston Directory 
is ever before us and we are aiming to establish a 
center as helpful as yours.” 

The president of the Directory for Mcther’s Milk 
is Mrs. Fritz B. Talbot, the vice-president Mrs. Alvin 
F. Sortwell, Jr., treasurer Mrs. A. Wilder Pollard, 
and the secretary Mrs. Francis M. Rackemann. 
Among the members of the executive committee are 
Mrs. Osborne Howes, Mrs. John E. Thayer, Jr., and 
Mrs. Bayard Warren, while the Board of Directors 
includes: Mrs. Rodolphe Agassiz, Dr. George S. 
Derby, Mrs. Theodore Frothingham, Jr., Mrs. Charles 
G. Mixter, Mrs. Bayard Tuckerman, Jr., Mr. Samuel 
Vaughan, Mrs. Edward N. Bigelow, Dr. Kenneth D. 
Blackfan, Mrs. Thomas P. Brooks, Mrs. Laurence A. 
Brown, Mr. James J. Minot, Jr., Mrs. J. Harleston 
Parker, Mrs. Joseph O. Proctor, Mrs. Philip S. Sears, 
Mrs. Whitehouse C. Walker, Mrs. Francis Harding. 

The Consulting Physicians are: Dr. John L. 
Morse, Dr. Warren R. Sisson, Dr. Richard M. Smith, 
Dr. Fritz B. Talbot, Dr. Franklin S. Newell, Dr. How- 
ard T. Swain, Dr. Harold C. Stuart, Dr. R. L. De- 
Normandie, and Dr. Martin English. 

No one can possibly realize the extent of good that 
is done unless a visit is made to the laboratory of 
the Directory at 270 Commonwealth Avenue, where 
Miss Cornelia Macpherson, R.N., the Director Gen- 
eral, is in charge constantly, with her very able 
assistant, Miss Hazel M. Keene. Either of these 
women will be most happy to explain or show the 
work. Checks are very gratefully received by the 
Treasurer, Mrs. A. Wilder Pollard, 101 Chestnut 
Street, Boston. 
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U. S. VETERINARIAN SAYS “HEALTH” CANNOT 
BE BOUGHT AS COMMODITY 


On January 20, 1930, the United States Department 
of Agriculture issued a release to the press on the 
above subject which, for the information of periodical 
publishers in general, and agricultural papers in par- 
ticular, we reproduce herewith in toto: 

“Health” cannot be sold in bottle, box, or bag, as 
food or drug preparations for animals, says Dr. H. E. 
Moskey, veterinarian of the Food and Drug Adminis- 
tration, the organization of the U. S. Department of 
Agriculture which enforces the Federal Food and 
Drugs Act. “Any preparations found in interstate 
commerce, with the word ‘health’ used in the name 
or on the label in such a way as to indicate that the 
preparation has curative properties for ailments of 
animals, is in violation of the Federal Food and 
Drugs Act,’”’ says Dr. Moskey. 

In December the courts rendered a judgment in 
favor of the Department of Agriculture in a case 
against a preparation called “Liquid Hog Health,” 
in which the Government alleged that the article was 
misbranded. 

Other preparations using the word “Health” in the 
name are being investigated by the Food and Drug 
Administration. Many so-called tonics, regulators, 
and conditioners carry claims to the effect that they 
are “health-restoring.” A drug preparation which 
has value as a remedial agent for a certain disease 
is not entitled to bear on the label the word “health” 
in such a way as to imply that the preparation is 
good for any and all diseases, says Dr. Moskey. 

Words other than “health” and “health-giving” to 
which the Food and Drug Administration takes ex- 
ception, when they are used in names to imply far- 
reaching curative powers, are: “vital,” “life,” 
“vigor,” and “vim,” in any form or spelling. 

To put reliance in preparations which are claimed 
to have curative and health-giving properties but 
which do not have them, is not only a direct waste 
of money, but the purchaser may be inviting serious 
loss by the substitution of such preparations for 
scientific medical treatment, proper feeding, proper 
housing, proper ventilation, and proper sanitation, 
says Dr. Moskey. 

NATIONAL BETTER BUSINESS BUREAU. 
—Bulletin National Better Business Bureau. 
Eprror’s NOTE: 

This seems to illustrate the repeated claims that 
the government protects the health of animals more 
.efficiently than that of human beings, for there seems 
to be no restriction on the use of such objectionable 
terms in the advertisements of proprietary prepara- 
tions intended to induce use by the people. 

SS anes 


CORRESPONDENCE 


A MEDICAL SERVICE LARGELY TO DISPLACE 
PRIVATE PRACTICE 





Editor, 
N. E. JoURNAL OF MEDICINE: 

Founded upon the Bureau of Medicine and Sur- 
gery of the United States Navy, a bill (No. 351) has 
been drawn which may displace private practice. 





Since primitive ages the health of man has been 
entrusted to the individual healer. For the elimina- 
tion of the less capable the people have depended 
mainly upon competition. Up to the time that each 
physician was able to encompass the whole field of 
medical knowledge and skill, this was an adequate 
method. Gradually, however, the growing medical 
sciences have rendered it economically and in- 
humanly impracticable. They have made necessary 
the division of labor in the form of specialization. 

This principle presupposes an organization, for 
without co-dperation the division of labor leads to 
confusion and inefficiency, as well as to the exces- 
sive cost of its product. In an era of so many benef- 
icent business and philanthropic organizations for 
the wide distribution, respectively, of our materiai 
wealth and our intangible blessings, quite anomalous, 
indeed, is the present condition of medicine, a state 
of chaos marked by the invasion into the field of in- 
dividualistic medical practice of multitudinous inde- 
pendent health agencies, some worthy and benevolent 
but timid, others unworthy and malevolent but bold. 


Another factor in the failure of medicine any 
longer satisfactorily to serve mankind is the increas- 
ing predominance of preventive medicine over 
curative medicine. The former saves lives collec- 
tively, the latter singly. The former, whose aim is 
to keep man free from disease and injury, waxes as 
the latter, whose purpose is to restore him to phys- 
ical fitness, wanes. There is actually never any 
sharp demarcation between the two. Hence the pro- 
fession should pay more attention to prophylaxis, 
whereas the majority, being absorbed in the treat- 
ment of their patients are not able or disposed to do 
so. They cannot or will not so change their attitude 
without the proper organization to insure co-d6pera- 
tion among themselves and also, between themselves 
and the public. 


In order to guarantee the full co-dperation of the 
people this health service must be complete, state- 
wide, and free. For nothing comes before health 
but life, and both are being gradually subjected to 
the domination of medical science. Thinking people 
are already cognizant of this and are alert to any 
dangers to their health and vigor. The unthinking 
must be taught or compelled to heed the symptoms 
of disease, incipient as well as acute. The self- 
respecting, who feel constrained to ignore their af- 
fections at the beginning on account of the burden- 
some charges of medical care with its unbridled 
specialists, must be afforded prompt relief or study 
for their complaints. In general, diseases and in- 
juries are remediable in direct proportion to the 
expeditiousness with which appropriate measures 
are undertaken. Moreover, rational therapy can 
only follow correct diagnosis, which nowadays so 
often demands intensive and extensive study and 
complicated team-work. Until.the financial consid- 
eration of whether at certain times it may be worth 
the paltry consultation fee of the general practi- 
tioner or the onerous-charges of the specialists with 
their luxurious appurtenances, not only the _ par- 


simonious but also the thrifty, as well as the poor, 
are bound to procrastinate in having their early 
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symptoms attended to. Too often, alas, has the 
prospect of a two or three dollar fee robbed the pa- 
tient, dilatory or neglected, of his life or limb. 

No longer, however, is there any clear distinction 
between public health and private health. Today 
with the rapid progress of civilization persons are 
becoming more and more interdependent, like the 
personnel of a naval or military organization. They 
have a right to be concerned about the health of not 
only those nearby but even those remote; not only 
their neighbors who may suffer from contagious 
diseases but even distant dairymen of unhygienic 
habits; not only automobile drivers but even air- 
plane pilots. So it is to the common advantage of 
all the members of society, rich and poor, as well as 
those of the large middle class, to young and to old, 
even unborn as well as born, that private health 
should at length be recognized as of public moment, 
that private medical practice should be largely 
superseded by a public medical service. 

The founding of such a government system is, to 
be sure, a very big proposition, which is not going 
to be materially affected by the research of the Na- 
tional Committee on the Cost of Medical Care, be- 
cause the pertinent facts are already known. To 
those who know of no suitable model or precedent, 
doubtless, it seems untenable and utopian. Fortu- 
nately, however, there does exist an organization, 
democratic and humanitarian, well perfected and 
thoroughly tried, namely the Bureau of Medicine and 
Surgery of the United States Navy. For some time 
its medical offices have been given superior recog- 
nition over civilian doctors, in general, by such 
societies as the American Medical Association and 
the American College of Physicians. During the war, 
in spite of the tremendous recruiting of its personnel, 
the organization, itself, functioned efficaciously. 

As soon, therefore, as the medical needs of the 
people of our commonwealth are acknowledged to 
be identical to those of the personnel of the navy, 
namely, primarily to be kept bodily fit, and sec- 
ondarily to be restored to physical fitness, and the 
virtues and efficiency of that service are appreciated, 
the problem is partly solved. All that remains then 
is so to apply that organization to the needs of our 
people as to furnish a complete free state medical 
service. 

GILBERT HaiGu, M.D. 

242 Burncoat Street, Worcester, Mass. 


EDITORIAL NOTE: 

With this is a letter from Dr. Haigh with the pre- 
diction that free public medicine is destined eventu- 
ally to come with the suggestion that the medical 
profession should take action. 





A DISSERTATION ON CORPORATE MEDICINE 


Boston, Mass., January 30, 1930. 
To the Editor, 
NEW ENGLAND JOURNAL OF MEDICINE, 
Boston, Massachusetts. 
Sir: 
Three times within the last year I have been 
asked by the Editor of Medical Economics to write 





an article on the subject of Corporate Medicine. 
Just as I was about to agree to do so, I came across 
the letter of Dr. Cheever in your issue of Jan. 16, 
1930. It is a very interesting one, coming as it does. 
from the son of an illustrious and revered father, 
whose like we shall not see again, and whom it was. 
my privilege to know from my earliest infancy. 
Were the father alive today, sitting in the councils 
of his profession, there would have been no occa- 
sion for Dr. Cheever’s letter or for my very neces- 
sary response to it. Addressed as it is to the Fel- 
lows of the Massachusetts Medical Society, it would 
ordinarily be no concern of mine, as of my own voli- 
tion I am no longer a member, but it becomes preg- 
nant with the possibility that it may result in a pub- 
lic report, which might be inimical to my personal 
integrity or to such professional qualifications as I 
may possess. In such an event I could not allow 
such a report to pass unchallenged. As one who 
yields to none, in his love for the profession, I very 
respectfully suggest that all dirty linen be washed 
intramurally. Accordingly I am responding to Dr. 
Cheever through your columns, secure in the knowl- 
edge that it is the function of a medical journal to 
give space to all sides of a subject which is of vital 
interest to the medical profession, and to do so with- 
out fear or favor. 


It has not been the easiest thing to remain silent 
for seven years under a storm of underground 
criticism, when all the time I knew, and the proper- 
ly delegated authorities of organized medicine knew, 
and privately admitted, that whatever of ethics re- 
mained in a nasty situation was on my side. If I 
have remained silent I have done so because I rec- 
ognize that, although right, it is sometimes better 
for the individual to suffer injustice alone, than to 
embarrass an entire body of honorable colleagues. 
Dr. Cheever’s letter forces me to break my silence. 
Before proceeding with my general subject I have a 
few comments to make on that letter. The Doctor 
admits that we are in a state of flux. As this is 
self-evident to everyone, logic would seem to demand 
that all criticism be withheld until the flow is re- 
duced to some semblance of solidity. It would also 
seem reasonable for the emergency crew to attempt 
to stop the deluge at its source, rather than to 
drown those who are struggling in the water. 

The Doctor laments because various agencies are 
gradually destroying private practice, but closes his 
lamentation with a most remarkable statement. He 
says, “As a whole these efforts appear commendable 
when directed by regularly organized charitable agen- 
cies.” From what school of ethics or economy does 
such philosophy emanate? The most cursory re- 
view of medical literature shows that the medical 
profession totally disagrees with this rather ex- 
cathedral statement. Of what comfort is it to a man 
to know that his pockets have been picked by a 
Canonized Saint rather than by an ordinary pick- 
pocket? How much does Dr. Cheever know about 
what is going on when he makes that statement? 
Let me give him a few facts and figures. We have 
in the city of Boston, a hospital chartered for the 
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care of the indigent sick. In flagrant violation of the 
Code of Ethics this institution circularized the en- 
tire community with a cut-price folder, which would 
do justice to a Chicago mail-order house. 

Watching it as I was, I waited for the subsequent 
annual report of its trustees and found it in the 
daily press. That report acknowledged 42,726 paid 
patients at $7.00 per patient or a total of $300,000 in 
round numbers. Taking this figure as the irreduci- 
ble minimum and multiplying by about twenty in- 
stitutions which are openly practising medicine in 
Boston—we are up to the six million dollar mark. 
Upon this revenue there is no federal or state tax, 
as would be the case if the profession earned it. 
Only an Einstein could give the top figure, as the 
average per patient is much higher than $7.00. 
Where does charity stop and high finance begin? 
That six million dollars belongs to the medical pro- 
fession and there is a legal term to define its ap- 
propriation by any one else. 

What is the cause of all the unrest in the medical 
profession today? Two words will answer the ques- 
tion—Corporate Medicine. 

I propose to analyze Corporate Medicine. I draw 
no distinction between the hospital and lay variety, 
because their effects are alike on the profession. It 
will, however, always remain an incomprehensible 
mystery to me, that the sponsors of the former 
should have been so lacking in the elementary 
knowledge of political economy as to have failed to 
discount the appearance of the latter the moment 
the former were shown to be going concerns. More 
mysterious still, that the sponsors of the former 
should be so lacking in the elementary knowledge of 
constitutional law as to deliberately bait a legal trap 
for their own enmeshment. It must be self-evident 
to any clear thinking person, that from the legal 
viewpoint these two varieties must stand or fall 
together, and as I intend to show, so must they in 
Ethics. I approach my task as a life-long student of 
the Science of Ethics, of the Aristotelean school, and 
as a thirty year student of medical ethics and eco- 
nomics. In this connection, it is a matter of newspa- 
per record, that twenty-four hours after the late 
Governor McCall advocated the principle of Compul- 
sory Health Insurance in his inaugural speech, I 
buried the idea in its well deserved oblivion, by the 
simple expedient of pointing out to His Excellency 
that the proposed legislation was unconstitutional. 
In this project the Governor was aided and abetted, 
by the same group of mid-western medical politi- 
cians, who are at the present moment engaged in an 
attempt to sell out the medical profession to a 
prominent life insurance company. These politicians 
are making a worthless bid because all their suits 
are stopped adversely, and they know it. That is 
why they are resorting to threats. In 1923 I warned 
the medical profession, through its properly dele- 
gated authorities, that certain forces within it were 
launched upon a programme which deliberately flew 
in the face of all the fundamental principles of ethics 
and, of political economy, and that it was headed 
for inevitable disaster. I warned it that on this side 








of the grave there was no escape mechanism for 
this type of offense. This warning fell upon deaf ears 
with the result that the profession has a country- 
wide problem on its hands today. The literature is 
full of it and the rumblings that precede the storm 
would warn any one but a Bourbon who never 
learns anything until his head is in the basket. 


Here is the problem. 


From the beginning of time the business relation 
of the physician to the community has been based 
on the Code of Ethics. This code was a contract, 
subject to the sanctity and laws of Contract. The 
consideration was the privilege of membership. It 
was a contract that once entered into could be ter- 
minated only by due notice and mutual consent. The 
high contracting parties were the entire organized 
profession, by acquiescence the entire profession, 
and what is more important for this discussion, its 
allied institutions. So much for its form. As for 
its matter, very briefly, it was an agreement to live 
by the Ten Commandments, the Golden Rule, the 
Federal and State laws, with the super-added, self- 
inflicted penalty of individual silence. |Down through 
the centuries it was the pole-star which guided thai 
profession that loved “honor and virtue more.” 

Now comes Corporate Medicine, without due no- 
tice and mutual consent, and enters the field of com- 
petitive medicine. Corporate Medicine defines itself 
as the practise of medicine by hospital on an ad- 
vertising, closed-staff, cut price basis. From the 
standpoint of ethics, the first count in the indict- 
ment charges breach of contract. As a corollary 
thereto, all other signatories are automatically re- 
leased from their obligations under that contract. 
The breaker of contract puts himself outside the 
pale of ethics, and forever disqualifies himself in the 
court of equity. He strips himself of all defense 
against whatever protective action his late con- 
tractual partner may take. On his own volition, he 
steps across the threshold from the world of moral- 
ity into exterior darkness. 

From the standpoint of political economy, any high 
school boy or girl can see at a glance, that the two 
principles involved, silence on the one hand, cut- 
price publicity on the other, are mutually exclusive 
propositions. The one vitiates the other. What is 
the remedy? In cultured civilization ethics and eco- 
nomics ordinarily travel such closely parallel lines, 
that society has formed the habit of looking upon 
them as if they were synonymous sciences with in- 
terchangeable functions. It takes some unusual cir- 
cumstance to bring it back sharply to the realiza- 
tion that there is a distinct line of demarcation be- 
tween them. In this particular instance, ethics steps 
out of the picture with the breach of contract, and 
economics reigns. It is a prostitution of the science 
of ethics, to ask any man, in the name of ethics, 
to apologize for saving himself from destruction. 
Here one is dealing with a strangle hold. The ob- 
vious thing to do is to break that hold, no matter 
how, and to debate the ethics of the methods after- 
wards, if anyone is interested. For the man who 
wishes to remain in business, there is only one pos- 
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sible economic answer to an advertised cut-price, 
and that is to meet the cut with equal publicity. 
That is the remedy I applied to Corporate Medicine 
in 1923, after consultation with and with the full 
permission of the properly delegated authority. I 
would never have been so foolish as not to protcet 
myself in this manner. Let the blood be upon the 
heads of those who made this action necessary: 
my withers are unwrung. 

The second count in the indictment charges un- 
fair and dangerous competition. 

What about the motive? Corporate Medicine must 
have a motive. Of course it has. In fact, it has two. 
The first is for public consumption; the second is 
for strictly private use. The first has to do with the 
man of moderate means and is a tissue of sophistry 
and a libel on the entire medical profession. The 
second I pass over in silence (as it does), mindful 
of the Pauline admonition. I dismiss the subject 
of motive with the general statement, that no mo- 
tive, under any time, place or circumstance, is suf- 
ficiently powerful to convert an intrinsically un- 
ethical act into an ethical one. 

The third count in the indictment charges that, 
under the Medical Practice Act of Massachusetts, 
Corporate Medicine is illegal. Not implicitly, but ex- 
plicitly. One moment’s consideration will show why 
this must be so. After the medical profession has 
done its self-imposed duty to the indigent sick, it 
remains what it is an indivisible trinity: » science; 
an art; a business. It should not be necessary 
to tell a tariff-understanding country that as such 
it needs protection. If, under the Constitution of 
the United States, the privilege of practising medi- 
cine is to be extended to corporate hospital, it can 
be denied to no corporate body. If, under the pro- 
tection of our laws, corporate bodies, whether they 
be hospitals, big business, or even government it- 
self, are to be allowed to run the pirate’s flag to the 
masthead the only recourse of the medical profes- 
sion will be to take to the boats and “sauve qui 
peut.” Up and beyond the law we have the presi- 
dential pledge, that there shall be no interference 
by government in private business. We are living 
in a world of facts, not theories, and the fact is that 
medicine is a private business until a constitutional 
amendment declares that it is not. When that mo- 
ment arrives, let all business page Mr. Lenine. You 
cannot attack the business of medicine without un- 
dermining the foundation of all business. The mo- 
ment you do that—enter the Third Internationale. 
It comes as sort of a shock to the medical profes- 
sion to be told after conducting its business for 
forty centuries in a manner that has excited the 
admiration of all ages of civilization, that rank out- 
siders can give it a lesson. England tried it and 
made a mess of it. So a truce to all this talk about 
state medicine, insurance medicine, and other mus- 
covite ideas. On the other hand, government has a 
perfect right, and it is its duty, to create the most 
stringent laws to support the public health authori- 
ties in all matters which are legitimate medical po- 
lice affairs. It should tolerate no opposition from 





organized minorities whether they be medical, legal, 
religious, political, agricultural or canine. 

Corporate Medicine is a prostitution of the func- 
tion of hospital, which is the free care of the needy 
sick and emergency cases. No condition has arisen 
in the last twenty-five years to change that func- 
tion save an avaricious fallacy and a thirst for cen- 
tralized power dressed up in the garments of pseudo- 
philanthropy. The idea behind this proposition is 
monopolistic. Monopolies never reduce cost; they 
increase it. 

As opposed to this method of cost reduction, Wil- 
liam Allen Pusey, ex-President of the American 
Medical Association, has given voice to what every- 
one knows and says “that ninety per cent of the 
practice of medicine should be taken out of hospital 
and be put back in the homes where it belongs.” If 
this were done seventy-five per cent of the overhead 
expense of sickness would be wiped out at one 
stroke and the taxpayer relieved of a totally un- 
necessary burden. 

If one must concede the need of hospital, one has 
an equal right to decry its abuse. In the vast ma- 
jority of cases, it should still be possible for a man 
to get well at home or at least to die in his own 
bed, without running his estate to the edge of bank- 
ruptcy. In a similar percentage it should still be 
possible for a man to have the old-fashioned belly- 
ache of his forefathers, without being kidnapped 
from his own fireside. Surgery, used, is a divine 
gift; surgery, abused, is mayhem. Other things be- 
ing equal, it is a fashionable fallacy to decree that 
the child has no right to be born in its own home. 
Hospital should be evaluated by its morgue, not by 
its facade. The undertaker’s wagon backs up to 
hospital as readily as to private home, but more ex- 
pensively. The sick physician stays at home; he is 
a rarity in hospital. North, East, South or West, at 
the end of a thousand mile radius away from: hos: 
pital, the life-expectancy is equally good or better, 
and the bank-roll is decidedly healthier. If the ques- 
tion of the high cost of medical care is to be opened 
for public discussion, at least let such discussion 
be intelligent and truthful. 

In any event, there stands Corporate Medicine— 
unethical, economically unsound, illegal. Analyzed 
as an idea, the acid test of its mortality rests on the 
abolition of the closed staff. A closed hospital cor- 
poration in the field of competitive medicine is an 
outlaw on the field of honor. If it would come out in 
the open and say that the code of ethics was a dead 
letter, by which it refused ionger to abide, it would 
be standing on sensible and comparatively honorable 
ground. That is not its conception of the right. It 
wants to loose itself, and to bind everyone else. 
Well, that arrangement might suit the inmates of a 
psychopathic hospital, but it will not pass muster 
in the realm of the intellect. 

In spite of all these things we are told that it is 
here and is here to stay. In a country where there 
is an ever-increasing tendency to substitute might 
for right, I should not want to challenge that state- 
ment, but I do make a final plea that a common de- 
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cency and a common intelligence may close the book 
of ethics and place it on the museum shelf where 
it belongs. Mr. Editor, I beg to remain, 
Yours in Aquinas, 
JoHN J. Hurtey, M.D. 
466 Commonwealth Ave., 
Boston, Mass. 


A LETTER TO THE CHAIRMEN OF THE SEC- 
TIONS OF THE MASSACHUSETTS MEDICAL 
SOCIETY 


Office of the Secretary, Dr. Walter L. Burrage 
182 Walnut St., Brookline, Mass. 
Telephone Regent 0860 

January 15, 1930. 
To THE CHAIRMEN AND SECRETARIES OF THE SECTIONS 
Dear Doctor: 

The date for the annual meeting of the Massachu- 
setts Medical Society is approaching. This year it 
will be held at Plymouth, June 17 and 18. 

Please get into touch with the chairman of the 
Committee of Arrangements, Dr. E. P. Hayden, 270 
Commonwealth Avenue, Boston, concerning the re- 
quirements of your Section, as to size of room, 
lantern slides and other requirements. 

We must make the customary preparations for 
getting out the Annual Program. According to the 
By-Laws, Chapter VI, Section 3, it is a duty of the 
Secretary to mail a program to every Fellow, one 
month before the annual meeting. The early send- 
ing has been a great benefit to our Society in the 
past: Therefore, will you be kind enough to send 
me the full program of your Section, on or before 
April 15, that the Secretary and the printer may 
have ample time to get all of the matter into uniform 
shape and into the mail on time. Whether or not 
you are to obtain abstracts of the papers for the 
program, rests with you. 

I inclose copies of the printed rules concerning 
papers and discussions. If you will notify each 
author of these rules, he will expect to have his pa- 
per and any illustrations ready when asked for his 
paper, so soon as it has been read. The secretary 
of each Section will obtain all of the papers of his 
Section when read and forward them at once to the 
Editor of the official organ of the Society, The 
New ENGLAND JOURNAL OF MEDICINE, 165 Newbury 
Street, Boston, under the terms of the By-Laws, 
Chapter VI, Section 5. 

As usual, I will attend to providing a competent 
stenographer for each Section. Will the Chairman 
please ask each discusser to announce his name in 
full and his town or city address, before he begins his 
address, in order that he may be identified in the 
stenographer’s notes, the transcriptions of which 
will be sent to the JouRNAL office. 

Please do not forget that your Section is to ap- 
point a nominating committee and to elect officers of 
the Section, for the year 1930-1931 (By-Laws, Chap- 
ter IV, Section 5). 

Faithfully yours, 
Water L. BurRAGE, Secretary. 





INFORMATION WITH REFERENCE TO PAPERS PRESENTED 
AT THE MEETINGS OF THE SECTIONS OF THE 
MASSACHUSETTS MEDICAL SOCIETY 


Rules Concerning Papers and Discussions Before The 
Society Or Its Sections 
(By-Laws, 1928, Chapter VII, Section 2) 

All papers presented at the meetings of the So- 
ciety or the Sections shall be property of the Socie- 
ty. No paper shall occupy more than twenty min- 
utes in its delivery, except the Annual Discourse and 
the Shattuck Lecture. Each discussion shall be 
limited to five minutes, unless lengthened by vote 
of the meeting. Every discusser shall announce his 
name and address, city or town, before beginning a 
discussion. 

All papers shall be typewritten and ready for pub- 
lication and accompanied by suitable material for 
illustrations, if any, at the time.they are read to the 
Sections or to the Society; and as soon as read they 
shall be handed to the secretary for the editor of 
the official organ of the Society. Those who take 
part in the discussions shall correct and return 
promptly to the editor of the official organ, the 
transcribed stenographer’s notes of their remarks 
which are to be printed, with the papers, in the 
publications of the Society, if deemed proper by 
the Committee on Publications. 


—_— 
——_— 


RECENT DEATHS 


BATES—Dr. Everett ALANSON Bates, Councilor 
and former Orator of the Massachusetts Medical 
Society, died suddenly of heart disease at his home 
in Springfield, January 24, 1930, aged 69. 











CLARKE—Dkr. GENEVIEVE CLARKE, daughter of the 
late Augustus Peck Clarke, M.D., of Cambridge, died 
in that city January 29, 1930, at the age of 60. She 
was a graduate of the Boston College of Physicians 
and Surgeons in 1899 and of the Tufts College Med- 
ical School in 1901 and had practised in Cambridge. 
She was a Fellow of the Massachusetts Medical So- 
ciety after 1901. 





EMERSON—Dr. Epwarp WALpoO EMERSON, son of 
Ralph Waldo Emerson, a retired Fellow of the 
Massachusetts Medical Society, died at his home in 
Concord, January 27, 1930 at the age of 85. 

Born in Concord, July 10, 1844, his mother was 
Lilian Jackson Emerson. Entering Harvard he was 
graduated with the degree of A.B. in the class of 
1886 and with the M.D. in 1874. He practised med- 
icine in Concord for many years but gravitated to 
literature in the end and to the study of the fine 
arts; acting as his father’s literary executor and 
as an instructor in painting at the Boston Museum 
of Fine Arts. His wife, who was a member of a 
well-known Concord family, Miss Annie S. Keyes, 
died several years ago and his only immediate sur- 
vivor is a son, Raymond Emerson, who lives in 
Concord. Dr. Emerson was a member of the Satur- 
day Club, whose membership has long included 


many of the celebrities of the present and past gen- 
erations, and of which the late President Eliot of 














Volume 202 
Number 6 


EDITORIAL DEPARTMEN'’ 


305 





Harvard was once president, and of which Dr. Emer- 
son wrote a history. He also belonged to the Social 
Circle, in which nearly all of the best known people 
of Concord held membership. He was a member of 
the American Academy of Arts and Sciences and of 
the Massachusetts Historical Society. 

He was the author of “Emerson in Concord,” 
published in 1888; “Henry Thoreau as Remembered 
by a Young Friend,’ and he had edited the corre- 
spondence of “John Sterling and Ralph Waldo 
Emerson,” which contained a sketch of Sterling’s 
life, published in 1897; the “Centenary Edition of the 
Works of Ralph Waldo Emerson,” 1903; ‘Life and 
Letters of General Charles Russell Lowell,” 1907; 
“Emerson’s Journals,” in which he collaborated with 
Waldo E. Forbes, 1909, and he was the co-author 
with Moorfield Storey of the “Life of E. R. Hoar,” 
1911. He also was a frequent contributor to maga- 
zines. 





GRAVES—Dr. BENJAMIN AUGUSTUS GRAVES of Dor- 
chester died at Forest Hills, January 27, 1930, at the 
age of 55. 

The son of Pliney E. Graves he was born in Hud- 
son, May 6, 1874, took his M.D. at Dartmouth Medical 
School in 1897, having been a member of the Univer- 
sity football eleven during the years 1894 and 1895. 
Throughout life he maintained an interest in outdoor 
sports. He served as interne at St. Elizabeth’s Hos- 
pital and settled in practice in Dorchester. During 
the World War Dr. Graves was a captain in the Med- 
ical Corps and was stationed with the 29th Heavy 
Artillery at Fort Preble, Me. He was a Fellow of the 
American Medical Association and of the Massachu- 
setts Medical Society. He was a representative of 
the Supreme Lodge of the Knights of Pythias. 

Surviving him is his wife, who was Miss Cather- 
ine Leary of Dorchester. 





O’BRIEN—Dr. CHARLES THOMAS O’BRIEN of Wo- 
burn died in that city January 31, 1930, aged 56, of 
heart disease. 

A native of Woburn he was educated at the high 
school, at Boston College and at Harvard Medical 
School in the class of 1902. He had been city physi- 
cian of Woburn, was a Fellow of the Massachusetts 
Medical Society and of the American Medical Asso- 
ziation. He also held membership in the Woburn 
Lodge of Elks and the Woburn Country Club. He 
was unmarried. 


_ 


NEWS ITEM 


HARVARD MEDICAL SCHOOL NEWS—The fol- 
lowing appointments were made public by the Dean’s 
Office on January 28, 1930:— 

From November 1, 1929-September 1, 1932: Charles 
Fremont McKhann, Assistant Professor of Pedia- 
trics. 

For three years from September 1, 1929: William 
Bosworth Castle, Assistant Professor of Medicine; 
Robert Battey Greenough, Assistant Professor of Sur- 
gery; Frank Roberts Ober, Assistant Professor of 
Orthopaedic Surgery; James Warren Sever, Assist- 











ant Professor of Orthopaedic Surgery; Marius Ny- 
gaard Smith-Petersen, Assistant Professor of Ortho- 
paedic Surgery. 
— —— 
REPORTS AND NOTICES OF 
MEETINGS 


PLYMOUTH DISTRICT MEDICAL SOCIETY 





MEETING OF THE LEGISLATIVE COMMITTEE 


On Wednesday evening, January 29, 1930, the 
Legislative Committee of the Plymouth District en- 
tertained the Senator, Honorable Roger Keith of 
Brockton, Representatives John Holmes and H. Mer- 
ton Snow of Brockton, Representative Ralph Stevens 
of Whitman, Representative Orvis Kinney of West 
Bridgewater, and Representative William H. Mc- 
Carthy of Rockland. The other distinguished guests 
were President Robert B. Greenough, President of the 
Massachusetts Medical Society, his executive assist- 
ant, Dr. Thomas J. O’Brien of Boston, and Dr. George 
H. Bigelow, State Commissioner of Public Health. 

This was the annual get-together of the members 
of the Legislative Committee which comprises the 
following: Dr. George A. Moore of Brockton, Chair- 
man; Dr. David B. Tuholski, Brockton; Dr. John P. 
Shaw, Brockton; Dr. Thomas H. McCarthy, Brock- 
ton; Dr. John J. Condrick, Brockton; Dr. Frederick 
W. Murdock, Brockton; Dr. John J. McNamara, 
Brockton; Dr. Charles Hammond, Hanover; Dr. 
Walter Pulsifer, Whitman; Dr. Richard B. Rand, 
Abington; Dr. Loring B. Packard, Brockton, all of 
whom were present at this important meeting, to 
participate in discussions of bills that are to come 
up at this session of the General Court. All those 
present were seated at the banquet table at 6:30 
P. M. at the Commercial Club in Brockton. 

Dr. George A. Moore, Chairman of the Legislative 
Committee, was unable to be present, and Dr. Thomas 
H. McCarthy, President of the Plymouth District 
Society, presided and introduced the speakers. After 
a few introductory remarks in which President Mc- 
Carthy stated that this was the second annual get- 
together of the Legislative Committee, representing 
Plymouth District Medical Society and the Senator 
and Representatives to the General Court, he intro- 
duced Dr. George H. Bigelow. 

Dr. Bigelow said in part that he was very sorry to 
have to make his remarks while everyone was eat- 
ing, but it was necessary, for he would have to de- 
part early. “There are two bills on milk that come 
up this year in which we want your support. House 
Bill No. 44 in which every community over 5,000 
should have a milk inspector. Towns may and cities 
shall have one. The other milk bill is just as impor- 
tant as this one and we should receive your hearty 
support. The vaccination bills that come before you 
should also receive your support.” Dr. Bigelow then 
went into extensive detail in regard to vaccination. 
He stated, “The principal vaccination bill last year 
went through the House and the Senate and got as 
far as the Governor, but the Governor decided to 
send it back to the Senate.” Dr. Bigelow stated that 
in 1928, the United States reported more cases of 
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smallpox than any other country in the world except 
India due to unvaccinated communities. Travelers 
go in and out of this country without any vaccina- 
tion protection. In the outbreak of smallpox in Mid- 
dleboro where there 223 among 10,000 
people, most of these cases had been diagnosed as 
chickenpox. Dr. Place called in, and found 
cases of smallpox. Of these 223 cases, only 3 had 
been previously vaccinated and those over 30 years 
ago. There seemed to be quite a difference of 
opinion in Middleboro in regard to vaccination. The 
Chairman of the School Committee was out of 
sympathy with vaccination. He would not allow un- 
vaccinated children dismissed from school. They 
seemed to take the attitude there that it was none 
of their business, but we felt that it was our business. 
We took control of the epidemic and in three days, 
9,000 of the 10,000 people of Middleboro were vac- 
cinated. We took occasion to note that no other 
cases appeared. One Middleboro citizen came into 
Boston to see me and among other things he said: 
“This publicity that you are giving Middleboro is 
ruining my business. I cannot sell any rose bushes 
this year.” 

Bill 259 relates to vaccination in private schools. 
It is very important that this bill should be studied 
and acted upon accordingly. I also want to speak 
of House Bill 47 which would require vaccination 
before the second year of school. I feel, and I be- 
lieve you agree with me that the vaccination bill 
that went through the House and Senate last year 
was a first-class bill in every way. It requires all 
children to be vaccinated whether they go to private 
schools or public schools before they enter. The 
time has come when we can no longer put off un- 
equivocal effectiveness. After these expressions Dr. 
Bigelow was obliged to leave. 

Dr. Thomas H. McCarthy then arose and told Dr. 
Bigelow before he retired how the members of the 
Legislative Committee of his Society appreciated his 
coming to Brockton to explain the various health 
bills that were to come before the House and Senate 
this year. Dr. Bigelow was given a hearty round of 
applause. 

Continuing, Dr. McCarthy stated that he conceived 
the idea of getting the various legislators of this 
District together last year and that it made such an 
impression upon Dr. Woodward and Dr. Stone that 
they induced him to draw up a resolution and present 
it to the Council so that every District would do the 
same and have a general get-together each year, have 
each bill that pertains to the general health and 
medical protection gone over carefully with the com- 
mittee in order that they may understand the mean- 
ing of each bill and have the different measures in- 
telligently discussed so that each member of the 
General Court would know what the _ profession 
thinks about these bills. The various health bills 
now on our statute books, the medical profession has 
fought for year after year in order that they might 
be placed there. It is because of this work, that the 
medical profession has seen fit to do, that the health 
laws of Massachusetts are so often referred to by 
other states. Dr. Woodward wants a law that will 
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in all schools. What became 
of his bill last year? The report on this bill was 
favorable both in the House and Senate. It went 
to the Governor, he sent the bill back to the Senate. 
The Senate did not pass it again but what it 
should have done, was to have sent it back to the 
Governor with the statement that the bill should re- 
main unchanged, and if he saw fit to veto it, simply 
pass the bill over his veto. We feel that it is about 
time that a bill such as Dr. Woodward recommends 
should be on the statute books. 


Dr. McCarthy then introduced Dr. 
O’Brien, Assistant to the President. 

Dr. O’Brien described the founding of the Massa- 
chusetts Medical Society in 1781 to assist the prog- 
ress of scientific medicine, and to create opportu- 
nities for personal contacts among the members of 
the profession. The present status of the parent 
Society was explained and compared to a democracy 
in that each of the 4500 members votes for the offi- 
cers of his district society, of which there are 
eighteen in the state. 


protect all children 


Thomas J. 


Councillors are elected by the district societies to 
represent certain quotas, and at the annual meeting 
of the Council, the officers of the parent Society are 
elected by ballot. 


The creation of the Board of Registration in Med- 
icine by an act of the legislature in 1894, was de- 
scribed, and the composition of the Board at present 
constituted, was explained. No more than three of 
its members can belong to any particular medical 
society, and no one can be associated with a medical 
school. 

The present single standard of determining the 
qualification of fitness to practice the healing art in 
Massachusetts, namely, passing the examination of 
this Board, is acceptable to the Legislature, to the 
Massachusetts Medical Society, the Massachusetts 
Homeopathic Medical Society and the Osteopathic 
Society. 

For many years the Chiropractors have introduced 
bills asking for the creation of a Chiropractic Board 
of Examiners, but our form of government abhors 
class legislation, and these petitioners have always 
been given leave to withdraw. The members of this 
cult have not introduced a bill this session. 


The 1320 bills filed this year have been carefully 
studied, and divided into three groups, those having 
major interest to the medical profession, those of 
minor interest, and those of no interest. 

Senate 8 was heard before the Joint Judiciary 
Committee on January 23, and was given leave to 
withdraw. This bill asked that the period of limita- 
tions within which suifs may be entered for alleged 
malpractice be extended from two to ten years. It 
also required surgeons to exhibit to the relatives the 
organs removed from a patient. This bill was op- 


posed as a piece of unnecessary legislation; as show- 
ing class legislation in extending the period of lim- 
itation; and as dangerous to the layman in permit- 
ting him to handle septic or diseased tissues. 
House 351 was heard before the Committee on 
State Administration on January 27—and was con- 
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tinued to February 17, that the opponents might be 
heard. 


This bill seems to be a Communistic affair, as it 
provides for the establishment of State medicine be- 
ginning with the departments of public health, 
mental diseases and public welfare. We advise the 
defeat of this bill, and will appear against it. 


Senate 132 and 133 ask for the annual re-registra- 
tion of physicians, and a fee of two dollars for the 
first year. Many physicians are practicing illegally, 
and this method will correct the existing condition 
according to the petitioners. 


We favor the principle, but object to a tax to cor- 
rect wrong-doings, as that is the duty of state 
officials. 


These bills—with 229 will be heard before the 
Committee on Public Health on March 12. 


A bill, House 229 asks that the Board of Registra- 
tion in Medicine be prohibited from inquiring into 
or interfering with the curriculum or management 
of any legally chartered medical school. 


We oppose this bill as such duties come properly 
within the jurisdiction of the Board. 


The several bills relating to vaccination have 
been assigned to February 10 and will be heard be- 
fore the Committee on Public Health. We favor 
House 259, Dr. Woodward’s bill, and ask the legis- 
lators to study the pamphlets giving statistical facts 
concerning this dread disease, and the results of 
vaccination. We call attention to House 452, which 
asks that physicians be severely penalized by fine or 
imprisonment if the vaccine used by them infects the 
patient. As bacteriological laboratories make the 
vaccines, it would be manifestly unfair to punish a 
physician for their mistakes. 


There are many bills of minor importance, and as 
they specifically interest certain counties, towns, 
groups or individuals, rather than the Massachusetts 
Medical Society and the Public Welfare, we diplo- 
matically try to avoid censure, and make no 
recommendations concerning them, permitting our 
members to appear for or against the measures as 
their judgment dictates. 


Dr. O’Brien further said: ‘We are honored by the 
privilege of meeting the several members of the 
legislature, and will be glad to discuss any bill in 
greater detail if so desired.” 


Dr. Robert B. Greenough, President of the Massa- 
chusetts Medical Society, was then introduced. In 
the course of his remarks Dr. Greenough said he 
was delighted to have the opportunity to come to 
Brockton and be present at a meeting such as this. 
“I give your president, Dr. McCarthy, all the credit 
and all the praise for introducing pioneer work of 
this kind. In order for members of the medical 
profession for their own protection, to get anywhere, 
it is very necessary that they should be in close 
touch with the Senators and Representatives in their 
districts. I wish every district society would do 
as you are doing in the Plymouth District, have a 
get-together luncheon each year in order that the 
legislators might fully understand what these vari- 





ous bills mean and how important it is to the pro- 
fession that they should pass with their support.” 


In discussing the milk bill, Dr. Greenough stated: 
“If hearings could be conducted in a question and 
answer form instead of by a lot of oratory better 
results could be obtained. We can give information 
because we know all about them. The physician feels 
that his training and experience give him the right 
to decide matters of this kind. He can supply infor- 
mation of importance, but he cannot submit all facts 
at a hearing, but he can present the facts before a 
meeting of this kind. We do not think that physi- 
cians are different from those in other professions, 
but as far as the information about public health 
is concerned, it is from the physician that you can 
get the desired information. In passing, I wish to say 
a few words in regard to the work that has been done 
on cancer. The public health department of the 
State of Massachusetts is doing a very excellent piece 
of work. Dr. George H. Bigelow is responsible for 
this remarkable program. This is a special line 
that has reflected great credit on the State of Mass- 
achusetts, and Governor Frank G. Allen has helped 
to develop this program. His influence has been of 
great benefit.” 


“In regard to birth control we take the position 
that the medical profession will get behind all con- 
structive work. Religious beliefs enter into this 
question.” The medical profession at the present 
time, will remain neutral on this very important ques- 


tion. In closing Dr. Greenough stated, “Dr. O’Brien 
and I have tried very carefully to explain to you men 
in detail the importance of these bills. If there are 
any questions which you see fit to ask, we will try 
to answer them to the best of our ability.” 

Dr. Greenough was given a very complimentary 
round of applause for his instructive remarks. 

Dr. McCarthy then remarked: “I invited the Legis- 
lators here tonight only in a spirit of co-dperation. 
We get letters now and then to interview the differ- 
ent Legislators in regard to bills that come up each 
year, but I feel that a round table discussion of the 
various bills that come up before your body each 
year is the best way to handle the situation. We 
had an excellent meeting last year and we are hav- 
ing a fine meeting this year. You have listened 
to our State Health Commissioner, Dr. George H. 
Bigelow, our Executive Assistant to the President 
of the parent society, Dr. Thomas O’Brien, and the 
President of our great Medical Society, Dr. Robert B. 
Greenough. Now we would like to have you express 
yourselves in a frank, honest manner as to just how 
you feel about these get-together meetings at the 
beginning of each year. Do you like to have us 
entertain you and have men prominent in the coun- 
cils of our society explain to you the meaning of 
all these health bills? In other words, we have 


entertained you two years, do you want us to 
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continue this method in order that you may under- 
stand first hand from those in a position to know, 
just what these health bills mean? I am now going 
to call on Honorabie Roger Keith, Senator of this 
District.” 

Senator Keith: “{f seem to be the only Senator 
present but I want to go on record as heartily in 
favor of meetings of this kind. It gives me a chance 
to hear men in a position to know and explain to me 
their position on these health bills. We do not know 
anything about bills of health unless they are ex- 
plained to us. We feel like the manufacturers of 
Ivory Soap. We are 99 and 44/100 pure because we 
are all with you. The only thing I feel sorry for is 
that you are talking to the wrong bunch. I am very 
glad to be here tonight and hope to be here next 
year if you have a meeting of this kind.” 

Representative Stevens of Whitman: “TI feel like 
Senator Keith as regards this meeting. I am de- 
lighted to be here tonight and hope you will have 
a meeting of this kind every year. You can always 
count on my presence. I will make a special effort 
to be with you. I went over to the Pondville Hos- 
pital and found out what was going on. I cannot 
keep quiet about it. It has been a wonderful piece 
of work. Massachusetts is certainly in the front 
rank as regards cancer. The medical profession has 
taken a brave stand in all bills pertaining to pub- 
lic health. I feel that the Massachusetts Medical 
Society has a perfect right to say what they think 
is right and proper as far as health matters are con- 
cerned. We all realize that it is hard for the busy 
doctor to educate the people in regard to all the 
bills that come up pertaining to health matters. It 
is a pleasure to come to meetings of this sort. I am 
always glad to come.” 

Representative Kinney: “I enjoyed the meeting 
last year and am also enjoying this one. I want to 
say this, that you physicians have more weight than 
a paid representative in a hearing at the State 
House. I think you underestimate your presence at 
those hearings. Two or three good men that know 
health work are much better than a hundred that we 
feel do not know the facts or what they are talking 
about. When there is no interest taken we usually 
throw the bills out. I sincerely hope you will have 
these meetings every year. The only physicians that 
I can depend upon in my district to tell me anything 
about health matters are Dr. Walter Bannerman and 
Dr. Arthur Carr. I can always depend upon those 
meh to give me the desired information. I am 
heartily in favor of meetings of this kind. I am very 
happy to be present this evening.” 

Representative H. Merton Snow: “I want to thank 
you for the privilege of being present this evening. 
I should like to ask Dr. O’Brien a question at this 
time. Do you consider a child strong enough to be 
vaccinated one year or younger?” Dr. O’Brien, “We 
do, the younger they are, the less reaction. Dr. 
George H. Bigelow had all of his children vaccinated 
before they were twelve months old.” 

Continuing, Representative Snow stated, “I hope 
meetings of this kind will continue, it gives me a 








chance to ask questions pertaining to health prob- 
lems from physicians that know the real facts re- 
lating to such matters. I was present at the meet- 
ing last year and gained a good deal of information 
that helped me to discuss intelligently health bills. 
I want to thank you very much for the invitation 
and hope to be present next year if you continue to 
hold these meetings. I should like to say that both 
Representatives John Lyons and M. Sylvia Donald- 
son intended to be present at this meeting, but they 
were detained at the State House because they were 
attending hearings, and when I left at 4:30 P. M. 
they were still there.” 

Representative John Holmes: “I am glad tc be 
here tonight. I was here last year by invitation. 
When I am passing judgment on a bill that comes 
up, I either want to do one thing or the other. If 
I don’t know anything about it, I can not pass any 
opinion on it. When I come here, I hear an intel- 
ligent discussion on all health matters, and I know 
all about them when I leave. I am on the Public 
Health Committee at the State House. We have 
three physicians on that committee but before we 
pass any bills that come before us, we always get 
Dr. Bigelow’s opinion. If we can not get informa- 
tion from physicians about these bills, where can 
we get it? We are glad to listen to men who know 
what they are talking about, and we are ‘glad to 
listen at all times to members of the medical pro- 
fession. That is the only way we can find out facts 
first hand. Glad to be here tonight and hope these 
meetings will continue.” 

Representative William H. McCarthy, Rockland: 
“T am going to fool you this time, I am not going to 
say how pleased I am to be with you, etc.,” one of 
Mr. McCarthy’s doctor friends then stated “We 
raised your salary why shouldn’t you be present.” 
Mr. McCarthy stated, “You did not raise our salary, 
we raised it ourselves. I have always supported 
health bills, I have made it a point each year to 
send out letters in regard to the health bills that 
come up to each of the doctors in my district to get 
their opinions on these health measures that I might 
intelligently vote upon them, but of all the doctors 
in my district that I have sent letters to, only one 
Dr. Charles Hammond of Hanover, has co-dperated 
with me. He always answers my letters. He ex- 
presses himself to me about all these bills and ex- 
plains them in a most thorough manner. I am very 
thankful to him for doing so. I have to depend on 
the doctors to help me out because I do not know 
anything about health bills. I am guided by what 
you members of the medical profession tell me be- 
cause you are the men who know all about this 
matter. I am with the vaccination bill. I have three 
children myself and they are all vaccinated. I am 
very glad to be present this evening and if I receive 
an invitation, I will be present next year.” 

Each and every one of the members of the Leg- 
islative Committee present expressed themselves 
in favor of continuing joint meetings of this kind. 
Dr. John J. Condrick, Dr. George A. Moore, Dr. 
Charles Hammond, Dr. Frederick W. Murdock, Dr. 
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Charles G. Miles, Dr. Walter Pulsifer, Dr. John P. 
Shaw and Dr. David B. Tuholski were enthusiastic 
in regard to these joint meetings. 

The meeting then adjourned and it was generally 
agreed that this meeting was one of the most im- 
portant meetings that has been held for the benefit 
of the medical profession in regard to health matters 
up to the present time. 





BOSTON TUBERCULOSIS ASSOCIATION 


Dr. Benjamin Goldberg, Medical Director of the 
City of Chicago Municipal Tuberculosis Sanitarium, 
the largest municipal tuberculosis control organiza- 
tion in the world, gave the Annual Address at the 
meeting of the Boston Tuberculosis Association on 
Monday, February 3, 1930, at 4:00 P. M. at the 
University Club, 40 Trinity Place, Boston, Massa- 
chusetts, on the subject “Present Needs in Tuber- 
culosis Control.” 

In the evening, Dr. Goldberg addressed the Tru- 
deau Society of Boston in the main lecture hall of 
the Boston Medical Library, where he talked on 
“Phrenic Surgery in Tuberculosis”. 





HARVARD MEDICAL SOCIETY 


The Harvard Medical Society held a regular meet- 
ing at the Peter Bent Brigham Hospital Amphi- 
theatre on the evening of January 14, 1930, at 8:00 
o’clock. After the presentation of cases, Dr. Fred- 
erick C. Irving, Assistant Professor of Obstetrics at 
the Harvard Medical School, spoke on ‘The Treat- 
ment of the Convulsive Toxemia of Pregnancy by the 
removal of blood plasma and the reinfusion of cor- 
puscles.” Dr. Harvey Cushing presided and intro- 
duced the speaker. 


The first case was from the medical service, pre- 
sented by Dr. Tolman. The patient was a 50 year old 
Canadian engineer who came to the hospital com- 
plaining of pains in his knees and tenderness of his 
feet. Past history showed he had had several acci- 
dents,—a depressed skull fracture 20 years before, 
injury to his back two years ago, and an injury to 
the right side of his abdomen eight months ago. At 
this time he was noticed to have a large spleen. Six 
weeks later his knees began to swell and he began 
to have pains, shooting and sometimes dull, in the 
calves of his legs and feet. On admission physical 
examination was negative except for the large mass 
on the left side of his abdomen extending into the 
pelvis, apparently the spleen. Knees were slightly 
enlarged, tender, but. not red or inflamed. His red 
count was 8,000,000 and white count 20,000. Of the 
white cells 10% were myelocytes. He was given 
phenyl-hydrazine, 0.1 gm. daily, which reduced his 
red count to six million while his white count went 
up to 35,000. The knee and foot pains did not 
change and he required many sedatives to sleep. He 
was presented as a case either of polycythemia vera 
or a leukemia beginning with a polycythemia. 

The surgical case was presented by Dr. Green. The 
patient was a 52 year old Jewish waiter who came 
into the hospital complaining of frequency of urina- 
tion with back pain of 12 years’ duration. His illness 
began with pain in the back of a vague aching bilat- 





eral type. A year later he began to have frequency 
and some nocturia. He consulted his doctor who 
gave him medicine. His frequency increased, but he 
felt fairly well. Physical examination on entry was 
singularly negative. There was heavy percussion 
tenderness over both kidneys and some bladder ten- 
derness. His white count was 10,000 and his urine 
loaded with pus cells and usually many blood cells. 
His function renal test was 15% on the right, 7% on 
the left, and a total of 70%. X-ray showed bilateral 
renal calculi. Search for tubercle bacilli was nega- 
tive. Cystoscopy showed chronic cystitis and bilat- 
eral renal calculi. The plan of treatment is to do 
a nephrotomy on the left, remove the stones, lavage 
the pelvis, and if all goes well, subsequently to do 
the right. 


Eclampsia, said Dr. Irving, is a condition peculiar 
to the pregnant parturient and puerperal woman, and 
is not found in non-pregnant women or in animals. 
Acting on this basis, it was.thought that its cause 
was either in the foetus or placenta, and that their 
removal would be good for the patient. The results 
obtained by these measures, either accouchement 
force or induction of labor, were poor, many women 
dying of eclampsia, of the operation, or both. The 
mortality was about 25%. 


Following this, acting on no good basis but the one 
of heroic measures, Caesarean section was done. The 
mortality promptly rose to 40-50%. 

Stroganoff in Russia had noticed that the eclamptic 
patient is in a state of nervous excitability that the 
least stimulus would serve to send her into a convul- 
sion. Therefore, he tried to lower the nervous 
threshold. He did nothing active, but gave hypo- 
dermic morphine and rectal chloral by a definite rou- 
tine until the patient was semi-somnolent. She was 
chloroformed whenever the least procedure was at- 
tempted. His mortality rate was 3.3%. It was no- 
ticed, however, that most of his patients were very 
mild eclamptics, many of them having no convulsions 
before coming into the hospital and 50% having only 
one convulsion. 

The Rotunda Hospital in Dublin was also using 
conservative measures, consisting in morphine to 
drowsiness and vigorous catharsis. The results were 
encouraging. 

In California they began to use intravenous mag- 
nesium sulphate in doses of 20 c.c. of a 10% solution. 
The blood pressure fell, but only temporarily. 

At the Boston Lying-In Hospital venesection was 
tried with fair results. The problem was to do the 
patient good without causing anemia and a weak- 
ened condition. The procedure now used consists in 
taking out a litre of blood, washing the corpuscles 
in salt solution and putting them back in salt solu- 
tion. If this does not bring improvement, another 
litre is treated the same way. Improvement was al- 
ways obtained on two plasmaphaereses, but three 
would have been done if necessary. 

Dr. Irving then showed a motion picture of the 
technique of the procedure. He demonstrated charts 
of the blood pressures in these patients before, dur- 
ing, and after the procedure. They showed that a 
large pulse pressure is observed in patients with or 
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about to have convulsions. The systolic blood pres- 
sure fell markedly during the procedure and always 
stayed down after the second washing and reinfusion. 
Only one of the patients got an appreciable anemia. 
The paper was followed by much interesting dis- 


cussion. The meeting was well attended. 





MASSACHUSETTS GENERAL HOSPITAL 


A Clinical Meeting of the Staff of the Massachu- 
setts General Hospital will be held in the Moseley 
Memorial Building, on Thursday, February 13, 1930, 
at 8:16 P. M. 

PROGRAM 

1. Malignant Disease from the Urological Stand- 
point—Dr. J. D. Barney. 

2. Personal Experiences with Prostatectomy— 
Dr. G. G. Smith. 

3. Some Considerations of 
Tuberculosis—Dr. H. H. Crabtree. 

4. Bladder Symptoms from Diverticulitis of the 
Sigmoid—Dr. F. H. Colby. 

5. Hematuria—Dr. C. S. Swan. 

6. The Seminal Vesicles as a Factor in the Ste- 
rility Problem—Dr. M. B. Sanders. 

Physicians, medical students and nurses are 
cordially invited to attend. 

COMMITTEE ON HOSPITAL MEETINGS. 


Genito-Urinary 





HAMPSHIRE DISTRICT MEDICAL SOCIETY 


For our meeting Wednesday, February 12, Hamp- 
shire District is indeed fortunate to be able to have 
a program put on by the Section of Obstetrics and 
rynecology of the Massachusetts Medical Society. 
The program will consist of two reels of motion pic- 
tures; one of Face Presentation and of Breech Ex- 
traction. Dr. Mongan will give a short talk on Puer- 
peral Sepsis and Dr. Phaneuf will be in charge of 
the program. It is sincerely hoped the Fellows will 


be present in large numbers. 
L. O. WHITMAN, Secretary. 


_ 
—- 


SOCIETY MEETINGS, 
CONGRESSES AND CONFERENCES 


1929-1930—Massachusetts Dietetic Association. Com- 
plete schedule appears on page 852, issue of October 24. 

February 7—Massachusetts Psychiatric Society. De- 
tailed notice appears on page 251, issue of January 30. 

February 10-14—American College of Physicians. Com. 
plete notice appears on page 853, issue of October 24. 

February 12, 19 and 26—Harvard Medical School. Lec- 
tures on ‘The Care of the Patient.’’ Amphitheater C 
at 5 P. M. as follows: Wednesday, February 12—Dr. 
James D. Heard, Professor of Medicine, University of 
Pittsburgh, School of Medicine. Wednesday, February 19 
—Dr. Daniel Fiske Jones, Associate in Surgery, Harvard 
Medical School; Dr. George W. Gay Lecture on Medical 
Ethics. Wednesday, February 26—Dr. Samuel B. Wood- 
ward, Ex-Pr “esident, Massachusetts Medical Society. 
. February 13—-Massachusetts General Hospital. Com- 
plete notice appears above. 

March-October — International Medical Postgraduate 
Courses in Berlin. Complete notice appears on page 853, 
issue of October 24 

April 14-18—The New England Public Health Institute. 
Complete notice appears on page 55, issue of January 2. 

May 2—Annual Meeting of the American Society of 
Stomatologists. Detailed notice appears on page 92, issue 
of January 9. 

May 5-10—First International Congress on Mental Hy- 
as Detailed notice appears on page 93, issue of Janu- 
ary 











September 4-8—Fifth International Congress on Physio- 
therapy. Complete notice appears on page 906, issue of 
October 31. 

October 27—The American Public Health Association. 
se notice appears on page 1271, issue of Decem- 

er 


DISTRICT MEDICAL SOCIETIES 
Berkshire District Medical Society 


February 13—Detailed notice for this meeting appears 
on page 251, issue of January 30. 


Essex North District Medical Society 
May 1—Thursday—Censors’ meeting at Hotel Bartlett, 
95 Main Street, Haverhill, (Telephone 3430) at 2 P M. 
sharp. Candidates should present their diplomas to the 
Secretary one week in advance. 
May 7—Wednesday—Annual Meeting, at Anna Jaques 
Hospital, Highland Avenue, Newburyport, Mass. 
J. FORREST BURNHAM, M.D., Secretary. 


Essex South District Medical Society 

Wednesday, February 12, 1930—Danvers State Hospital, 
Hathorne. Clinic 5 P. Dinner 7 P. Speakers: 
Dr. Winfred Overholser. Subject: ‘‘Criminology and 
Psychiatry.’’ Mr. Clark, District Attorney for Essex 
County, who will speak on the legal aspect. 

Wednesday, March 5, 1930—Lynn Hospital. Clinie 5 
P. M. Dinner 7 P. M. Speaker: Dr. R. S. Titus, Boston. 
Subject: ‘‘Some Aspects of Caesarean Section,” illustrated 
with Moving Pictures. General Discussion from the floor. 

Wednesday, April 2, 1930—Hotel Hawthorne, Salem. 
Dinner at P. M. Speaker: Dr. Timothy Leary, Boston. 
Subject: ‘Diagnostic and Therapeutic Pitfalls in Intra- 
cranial Pyogenic Infections.’ 

Thursday, May 1, 1930—Censors meet = Examination 
of Candidates at Salem Hospital at 3:30 P. M. 

Tuesday, May 13, 1930—Annual Meeting. The Tavern, 
Gloucester, Speaker: Dr. C. Macfie Campbell, Director 
of Boston Psychopathic Hospital. Subject to be an- 
nounced later. Ladies invited. Dancing. 

R. E. STONE, M.D., Secretary. 


Franklin District Medical Society 


The meetings of the Franklin District Medical Society 
will be held at the Weldon Hotel, Greenfield, Mass., on 
the second Tuesdays of March and May, at 11 A. M. 


CHARLES MOLINE, M.D., Secretary. 


Hampshire District Medical Society 
February 12—Detailed notice of this meeting appears 
elsewhere on this page. 
April 9—This meeting will occur at 11 A. M. and will 
be held at the Dickinson Hospital, Northampton. 
The Annual Meeting will be held in May. 
LUTHER O. WHITMAN, M.D., Secretary. 


Middlesex East District Medical Society 


March 12—At Melrose. 
May 13—At Unicorn Country Club, Stoneham. 
ALLAN R. CUNNINGHAM, M.D., Secretary. 


Middlesex South District Medical Society 
April 16, 1930—Annual Meeting. Commander Hotel, 
Cambridge. Program to be announced. 
May, 1930—Censors’ meeting. 
ALEXANDER A. LEVI, M.D., Secretary. 


Norfolk District Medical Society 

February 24, 1930—Roxbury Masonic Temple, 8:00. Dr. 
Edwin H. Place has been invited to read a paper and has 
been given carte blanche in the selection of his subject. 

March 24, 1930—Roxbury Masonic Temple. Dr. Burton 
E. Hamilton. Subject to be announced. 

May 6, 1930—Annual Meeting. Program to be an- 
nounced. 

The Censors meet for the examination of candidates, 
May 1, 1930. in the Roxbury Masonic Temple, 171 Warren 
Street, Roxbury, at 4:00 P a 

Applications must be in the hands of the Secretary 
at least one week previous to date of examination. 

Owing to inability to engage the Roxbury Masonic 
Apartments on the last Tuesday of the month, such 
meetings as will be held in the Roxbury Temple will be 
held Monday evenings as per the dates above. 

FRANK S. CRUICKSHANK, M.D., Secretary. 


Plymouth District Medical Society 

March 20, 1930—Moore Hospital, Brockton. 
to be announced later. 

April 17, 1930—Annual Meeting, Commercial Club, 
Brockton, 7 P. M. Election of officers. Annual oration, 
Dr. Frederick F. Weiner, ‘“‘The Management of Prostatic 
Diseases,’’ with moving pictures. 

G. A. MOORE, M.D., Secretary. 
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